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Symposium on Tuberculosis 


Why Look for Tuberculosis 


Cari Puckett, M.D. 
OKLAHOMA CITY 


The downward trend of tuberculosis 
since the beginning of the organized cam- 
paign against it in 1904 is familiar to most 
people, as well as physicians. Since the 
present rate is little more than one-fourth 
that which existed at the beginning of the 
century, the impression is far too preva- 
lent that tuberculosis is not now a serious 
problem. Yet it still is an enemy of man- 
kind that is in seventh place among causes 
of death; and it ranks first in the produc- 
tive years from fifteen to forty-five. The 
fact that its victims suffer extended ill- 
ness with semi-invalidism for those who 
recover and that it leaves more depend- 
ents than any other disease is an emphatic 
reminder of its cost, even with the reduced 
death rate. 


A factor that must now be faced is an 
apparent slowing up of this downward 
curve in death rate throughout the coun- 
trv; in some states there has been an in- 
crease. That is true in Oklahoma with one 
thousand three hundred twelve deaths, an 
increase of twenty-three per cent for 1936 
over 1935; however, this may be more ap- 
parent than real because of a much im- 
proved statistical service in the State 
Health Department. At least one encour- 
aging feature of the Oklahoma statistics 
is that for ages under twenty-four a seven- 
teen per cent reduction is shown. If this 
continues it will soon bring our tuberculo- 
sis mortality trend downward. Further- 
more, it would mean that the special at- 


tention given to childhood tuberculosis on 
the part of physicians, tuberculosis asso- 
ciations and sanatoria the past few years 
is bearing fruit. Certainly there is every 
reason to expect this result from such a 
program. 


From the beginning of the organized 
campaign the strategists of the tubercu- 
losis fight have concentrated on mass edu- 
cation. With this familiar program, how- 
ever, continued research has been carried 
on. This increased knowledge of tubercu- 
losis has changed the situation until what 
we formerly termed an “early” tuberculo- 
sis case is now recognized as “advanced” 
tuberculosis. Many physicians will recall 
that Dr. J. D. Riley, Superintendent of the 
Arkansas Tuberculosis Sanatorium, at the 
Post-Graduate Course on Tuberculosis in 
Tulsa last fall, repeatedly stated that when 
tubercle bacilli are found in the sputum 
it is an “advanced” case. This means that 
physicians must use other means of diag- 
nosis than the microscope and stethoscope. 


Because tuberculosis has always been 
classed as a poverty disease the problem 
has been looked on as a social one, with 
the medical phase taking second place; 
the fact that tuberculosis reduces its self- 
supporting victims to a state of poverty 
has largely been overlooked. In either 
case, however, the poverty angle has been 
a reason why physicians could not afford 
to devote much time to it. Furthermore, 














since tuberculosis has been recognized as 
a curable disease, physicians have given 
it little attention because it has been 
chiefly a matter of sanatorium treatment. 
Therefore, many progressive physicians 
are unfamiliar with the present status of 
scientific tuberculosis treatment: and care; 
that the disease may now be treated in a 
pre-clinical state; that continued progress 
toward tuberculosis eradication depends 
on a program of searching out infected 
children and young people and giving 
them care that will assure prevention of 
active tuberculosis. This is a program 
wherein physicians are essential to prog- 
ress. The medical profession should find it 
worth while to give this phase of practice 
considerable attention; these patients, few 
of them ill, from all types of homes, in 
many cases have parents able to pay for 
whatever care is needed; and because of a 
justifiable fear of tuberculosis they will 
be in the right mental attitude to stick to 
their doctors. 


In the present status of the tuberculosis 
movement, wherein the service of the 
medical profession is indispensable, there 
is a tendency in some states to lean toward 
a “state medicine” program. Listen to the 
following by the Committee on Standards 
for tuberculin testing and x-ray of the 
tuberculosis association of one of our large 
states: “Wherever tuberculin testing and 
x-ray demonstrations are started, arrange- 
ments shall have been completed for giv- 
ing the tuberculin test and x-ray to the 
student without cost to the student.” The 
policy of the tuberculosis association in 
this state, however, from the beginning of 
this type of program five years ago has 
been to refer all tuberculin reactors to the 
family doctor; not only for x-ray but for 
all other follow-up treatment; the excep- 
tions are those financially unable to ob- 
tain this service. The school tuberculin 
tests are given free merely as a case-find- 
ing measure. There is no other way to find 
the great majority of infected children 
and young people. The fact that three- 
fourths of the thousands tested and found 
positive do not know they have been ex- 
posed to tuberculosis emphasizes the im- 
portance of these school survey clinics. 
Also, they acquaint the people with this 
procedure in early diagnosis of tubercu- 
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lous infection and create a demand for the 
tests by private physicians. Furthermore, 
it serves to inform the public about other 
phases of scientific progress in tuberculo- 
sis prevention, early diagnosis and treat- 
ment. The physician who fails to fit into 
this scheme of things is missing an oppor- 
tunity for increased income as well as 
service to his people. 


The nationwide program for eradication 
of tuberculosis will continue without 
doubt. It is just as certain to be carried to 
a successful conclusion; this appears feasi- 
ble with our present nowledge of the dis- 
ease, even in the face of recognized diffi- 
culties. To some extent each state will 
work out its own plans. In other states 
than the one referred to above no doubt 
attempts will be made to provide all the 
follow-up care from public funds. In Okla- 
homa we feel confident the physicians in 
private practice can play a leading role in 
tuberculosis eradication; this, of course, 
with the aid of the state and local tubercu- 
losis associations, and Health department 
searching out the infected children and 
young people, and sending them to their 
family doctors. Here is an opportunity to 
meet the issue of state medicine. 


The recognized procedure in children 
and young people when looking for early 
tuberculosis, and infection before it be- 
comes active is the tuberculin test, and 
x-ray of reactors. The latter is made in 
those apparently well, not with the expec- 
tation of finding anything except occasion- 
ally, but to be sure the infection has not 
become active. This x-ray observation 
should be an annual routine from adoles- 
cence through a ten-year period. Other 
phases of health supervision are import- 
ant, including correction of defects and 
maintenance of a high state of health. The 
tuberculin test and x-ray is also the pro- 
cedure used in searching for carriers. 


SUMMARY 


In tuberculosis we are confronted with 
a disease that is widespread, present in 
every county in Oklahoma. After a con- 
tinued reduction for more than thirty 
years there is now a cessation of the 
downward trend. With the newer knowl- 
edge of the disease its treatment seems 
made to order for physicians in general 
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practice—that is the pre-clinical and early 
clinical cases; the advanced, including 
most of the infectious cases, still belong 
to the sanatoria. Furthermore, the great 
number of unrecognized carriers who are 
infecting these children and young people 
should be in the hands of competent phy- 
sicians. Many of these may be found by 
tracing the source of infection in the 
tuberculin reactors found among children 
and young people. 


In order to aid in evaluating the pres- 
ent situation in regard to early treatment 
of tuberculosis, the importance of pro- 
cedures we have suggested and to give 
reasons for optimism in regard to progress 
in eradication, several quotations are given 
below: 


Dr. J. Burns Amberson, Tuberculosis 
Service, Bellevue Hospital: 


‘ 


*... Intelligence in the patient alters 
the situation very little. In our experi- 
ence with trained nurses at Bellevue 
Hospital, two-thirds of those who de- 
velop tuberculosis do not ask for a medi- 
cal examination in the early stages. In 
fact, the symptoms of early disease are 
so slight and so vague that people can- 
not be expected, as a rule to identify 
them as anything abnormal. It is my be- 
lief that public health education alone, 
valuable as this is, will not be highly 
effective in changing this circumstance.” 


Tuberculosis Committee of the Ameri- 
can Association of School Physicians, Dr. 
J. A. Myers, Chairman: 


“The stress laid upon tuberculin sur- 
veys by the committee was based upon 
their recognition that the best criterion 
of the tuberculosis problem in any com- 
munity is the incidence of positive re- 
actors among the children, including the 
high school age.” 


Dr. Hilbert Mark, Minnesota Tubercu- 
losis Sanatorium: 


“There is an average period of two 
and one-half years from the first paren- 
chymal lesion of reinfection tuberculo- 
sis to the first symptom. As a conse- 
quence, the patient at the time he sees 
his physician, has developed a disease 


which is usually far advanced and one 
of serious intent.” 


Drs. Diehl and Myers, Minneapolis: 


“. . . Inasmuch as tuberculosis in a 
communicable form occasionally co- 
exists with the condition for which the 
patient is admitted to the hospital, the 
University of Minnesota now requires 
that on admission all patients, regard- 
less of complaints, have the tuberculin 
test administered, and that those who 
react positively have an x-ray film of 
the chest.” 

Queries and Minor Notes, Journal of 
the American Medical Association, April 
10, 1937, page 1281: 


“ .. . Indeed, there is an average peri- 
od of approximately two and one-half 
years after chronic pulmonary tubercu- 
losis can be detected before the patient 
has any sense of ill health whatever.” 


Queries and Minor Notes, Journal of 
the American Medical Association, May 1, 
1937, page 1560: 


“ _.. However, the fact has been well 
established that children who have the 
primary complex are far more likely to 
fall ill from clinical tuberculosis as ado- 
lescence approaches and thereafter than 
those who have not developed such a 
complex during childhood. Therefore, 
knowing through the positive tuberculin 
reaction that such a complex exists is 
sufficient reason to récommend that 
every child who reacts to the tuberculin 
test in a positive manner be most care- 
fully examined, including the use of the 
x-ray film, as adolescence approaches, 
and if no clinical disease is detected the 
examination should be repeated at least 
annually.” 

CONCLUSION 

In the state tuberculosis campaign we 
are grateful for the helpful support of our 
fellow-members of the medical profession. 
It is our hope that we may have this co- 
operation even more actively in the future. 
With this united offensive it is our confi- 
dent belief that tuberculosis will, within 
a few years, be practically eradicated in 


Oklahoma. 
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Tuberculosis of the Throat* 





Hucu J. Evans, M.D. 
TULSA 





I am presenting this paper, not with the 
idea of adding anything new or startling, 
but merely wish to review five cases 
which I happened to observe while in the 
Clinic at the Eye, Ear, Nose and Throat 
Hospital in New Orleans. The prime ob- 
ject of the paper is a plea for an early 
diagnosis of this condition. 


Tuberculosis of the throat is simply one 
of the many manifestations of this devas- 
tating disease, but it is one that most par- 
ticularly concerns the otolaryngologist. 


The first recorded article on this subject 
was that by Morgagni prior to 1767. Since 
then a great deal has been written, more 
indeed since the invention and use of the 
laryngoscope by Gorcia in 1855. 


This disease is caused by the tubercle 
bacillus and is almost always secondary to 
pulmonary tuberculosis. Spencer states 
that he has never seen a primary infection 
during twenty years of his practice. Ar- 
rewsmith, Levy, Hastings, Sir St. Clair, 
Thompson, and Dworetzky corroborate 
Spencer’s remark. Dworetzky reports the 
disease most frequent between the ages of 
twenty and forty-five years. It is extreme- 
ly rare in children. Males are more subject 
to it than females, due probably to greate: 
exposure and the more extensive use of 
tobacco and alcohol. 


The subjective symptoms may be sum- 
marized by the findings of the one hun- 
dred cases, sixty-five males and thirty-five 
females, reported by Taylor and Nathan- 
sen. They found hoarseness in eighty-five, 
laryngeal pain in eighteen, dysphagia in 
seven, aphonia in nine, dryness in the 
throat in nine, and tickling in the throat 
in four. To this list may be added dyspnea, 
which Spencer found as a frequent com- 
plication. 


Objectively we find conditions varying 
from anemia of the larynx and epiglottis 
to marked redness and deep infiltration of 
the interarytenoid region. Tuberculomata 
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may be present in any part of the larynx 
or pharynx. Ulcers vary from superficial 
to quite deep seated and extensive lesions. 
Edema, causing great alarm and much dis- 
comfort, may be encountered. 


In making a diagnosis it is essential to 
have the cooperation of the internist and 
his confirmation of the pulmonary find- 
ings. In making a differential diagnosis, 
we have to rule out syphilis, carcinoma, 
chronic catarrhal laryngitis and rarely 
actinomycosis. 


In treating tuberculosis of the throat 
we have to bear in mind that this condi- 
tion is not in itself a true entity, but a 
complication usually secondary to pulmo- 
nary tuberculosis. The capable otolaryn- 
gologist recognizes this fact after he has 
made the diagnosis and solicits the aid 
and cooperation of a competent internist 
who assumes responsibility for the care of 
the chest condition. 


The local treatment of the throat may be 
divided into medical and surgical. One 
type may be used with one individual and 
another type with another individual. This 
means that different patients respond to 
different forms of therapy and the success 
of the treatment depends upon the care 
and the technique provided. 


Surgically, we are justified in removing 
extensive infiltration areas and curette- 
ment of tuberculous ulcers as advocated 
by Herking, Lake and Krause. This type 
of work can now be done by the electric 
cautery under local anesthesia with less 
trauma, less loss of blood and less shock 
to the patient. The cautery snare is used 
for amputation of the diseased portion of 
the epiglottis. 


The purpose of the electric cautery is to 
produce an eschar rather than to try to 
eradicate all the tuberculous tissue. Fol- 
lowing the eschar, granulation tissue pro- 
duces new blood vessels and more nutri- 
tion to the affected part. This fact adds 
to the popularity of the electric cautery 
but it must be remembered that it has to 
be used with judgment and skill. It is con- 
sidered better technique to do repeated 
cauterizations rather than produce too ex- 
tensive eschares. 


Vocal rest is one of the most important 
factors in curative treatment. This means 
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absolute vocal rest, requiring the patient 
to use the pad and pencil. 


Topical applications to the throat at the 
site of the lesion are best tolerated in an 
oily base. Many drugs have been tried and 
many have been discarded. Chaulmoogra 
oil, used first by Lukens in 1921 who made 
the statement that it was the best local 
treatment up to the present time. This oil 
is known to have relieved dysphagia after 
one application. It may be injected into 
the larynx or it may be applied by direct 
swab. 

Formalin is also recommended for local 
treatment, beginning with three per cent, 
the strength may be increased up to 
fifty per cent as the patient’s tolerance 
permits. 

Lactic acid has been used but it is quite 
painful and its use has been curtailed. 


A few drops of compound tincture of 
benzoin on loaf sugar allowed to dissolve 
in the mouth often relieves that dryness 
and tickling sensation in the throat which 
is at times quite annoying. 

The pain experienced by swallowing 
may be so severe that the patient prefers 
starvation to the excruciating difficulty of 
taking nourishment. This demands spe- 
cific treatment in order to preserve the 
general condition of the patient. Cocain, 
metycaine, procaine, or butyn sprayed in- 
to the throat just before eating allows the 
patient to overcome this painful swallow- 
ing. Wigglesworth, in the Veterans’ Hos- 
pital, uses orthoform and anesthesine, 
equal parts insufflated into the throat 
with good results. 


Mild inhalations of camphor and men- 
thol and compound tincture of benzoin, 
give relief in some cases. 

Blocking of the internal branch of the 
superior laryngeal nerve is perhaps the 
most effective means in controlling pain- 
ful dysphagia. This idea was originated by 
Hoffman in 1908. It consists of an injection 
of eighty-five per cent alcohol into the 
nerve as it leaves the thyrohyoid foramen 
in the thyroid cartilage. This is a safe pro- 
cedure and gives relief for several weeks. 
Medically we depend upon the application 
of a topical anesthetic for dysphagia or if 
necessary, upon the injection of the laryn- 
geal nerve with alcohol. Vocal rest is es- 
sential. 


Surgically, the use of the electro cautery 
with the production of an eschar in the 
diseased tissue, is the accepted method. 

CASE NUMBER ONE 

P. M., white adult male, age thirty-four; 
markedly emaciated; height five feet, 
eight inches; weight one hundred ten 
pounds. 

Chief Complaint: Hoarseness; difficul- 
culty in swallowing; loss of weight (twen- 
ty-one pounds in past month); onset sud- 
den, cold and pharyngitis following ex- 
posure while working. 


Past History: One of twelve children, 
all of them alive except one who died 
from a skull fracture. Parents living. No 
family history of tuberculosis. 


Physical Examination: Poorly devel- 
oped, poorly nourished, anemic adult male. 
Eyes sunken, face and neck wrinkled. 
Tongue presents a geographic appearance. 
Pharynx congested and pillars inflamed. 
Epiglottis shows ulcerated area involving 
the tip and extending to the base in the 
mid-line. Swoilen edematous finger-like 
flaps remain in the lateral border. This 
whole area is reddened and swollen. Ary- 
tenoids are red and edematous. Cords hard 
to see due to swelling of the arytenoids, 
but they seem to be normal. Chest: No 
rales heard. 


X-ray: Extensive active pulmonary tu- 


- berculosis both lungs. 


Follow-up: When last seen about two 
weeks later his condition was about as de- 
scribed above. 

CASE NUMBER TWO 


J. M., white adult male, age forty years; 
weight one hundred forty pounds. 

Chief Complaint: Hoarseness past two 
months. Pain in throat. Difficulty in swal- 
lowing. Loss of weight (two pounds in 
past two months). 

Past History: One of six children, three 
of whom died in infancy, of cause un- 
known. No family history of tuberculosis. 
Patient is the father of two children in 
good health. 

Physical Examination: Patient is a fair- 
ly well developed adult male. Pharynx 
red. Tongue coated. Epiglottis congested 
and indurated. Arytenoid swollen and 


. edematous. Cords appear normal except 
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for slight limitation of motion. Chest is 
negative clinically. 

X-ray Report: Extensive infiltration 
upper half both lungs, probably active. 
Pulmonary tuberculosis. 


Follow-up: Patient last seen about two 
weeks later. Condition about the same. 


CASE NUMBER THREE 


F. G., colored adult female, age twenty- 
five; weight ninety pounds; height four 
feet, eleven inches. 


Chief Complaint: Pain in throat. Ano- 
rexia. Hoarseness upon getting tired. Gen- 
eral malaise. Spitting up blood. 


Family History: One brother at home 
now with active tuberculosis. Mother liv- 
ing and well. Father killed in an accident. 


Past History: Patient slept with a sis- 
ter who died of tuberculosis. Came to clinic 
and was treated for above symptoms. 
Weight at that time was seventy-eight 
pounds. 

Physical Examination: Poorly nour- 
ished adult female. Teeth good condition. 
Pharynx red. Post-nasal discharge. Aryte- 
noids swollen and red. Epiglottis fixed and 
pale. Cords pale. 


X-ray Report: Early pulmonary tuber- 
culosis both lungs. Most marked in the 
right. 

Follow-up: Patient seen four weeks 
later in clinic and she looked fine. Weight 
ninety-four pounds. Appetite good. No 
throat symptoms. No hoarseness. 


CASE NUMBER FOUR 


A. O., white adult male, markedly emaci- 
ated, age sixty-six; weight one hundred 
seven pounds. 


Chief Complaint: Hoarseness. Chronic 
recurrent sore throat. Loss of weight: An- 
orexia. 

Past History: Usual childhood diseases. 
No history of tuberculosis in family, but 
was treated about a year ago for tubercu- 
losis and was told he had no active condi- 
tion. 

Physical Examination: Anemic, emaci- 
ated adult male. Eyes dull and sunken. 
Nasal septum deflected to right. Pharynx 
red, vessels prominent. Epiglottis entirely 
missing, leaving an ulcerated area at base 
of the tongue. Arytenoids red and swollen. 


Cords appear normal in appearance and 
function. Chest sunken and ribs promi- 
nent. Expansion limited. No rales heard. 


X-ray Report: Fibrosis both lungs but 
no evidence of active disease. X-ray re- 
port from another hospital showed fibro- 
sis in both apices and through both lungs, 
in 1936. Acid fast organisms found in the 
sputum at this time. 


CASE NUMBER FIVE 


A. M. K., white adult female, age thirty- 
two years. 

Chief Complaint: Hoarseness. Temper- 
ature 9§-100. Painful and difficult swallow- 
ing. No loss of weight. 

Past History: No family history of tu- 
berculosis. No known exposure to tuber- 
culosis. Has always been well until recent- 
ly when she had a sore throat with lots of 
pain upon swallowing. Delivered her third 
baby eight days before admission to hos- 
pital. Her condition has been progressively 
worse since delivery. 

Physical Examination: Patient is a 
poorly developed adult female suffering 
with severe sore throat. Complexion pale 
and she is anemic. Heart: No enlargement 
or no murmurs. Lungs clear, no rales 
heard. Tongue coated. Uvula, both anterior 
pillars, pharyngeal tonsils and posterior 
border of veli palatini covered with grey- 
ish white confluent adherent membrane. 
Epiglottic tip also shows similar type of 
membrane. Unable to see cords due to 
extreme pain to the patient. Biopsy from 
anterior pillar showed tuberculoma. 


X-ray Report: Extensive involvement 
both lungs of pulmonary tuberculosis. 


Follow-up: Patient died about four 
weeks after the childbirth. 


CONCLUSION 
In conclusion may I mention these ideas 


which are referable to tuberculosis of the 
throat: 


1. Laryngeal tuberculosis should be 
diagnosed early in order to get re- 
sults. 

2. Laryngeal tuberculosis is nearly al- 
ways secondary to pulmonary tuber- 
culosis. 

3. Laryngeal tuberculosis occurs rarely 
in children and most often is found 
between the ages of twenty and for- 
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ty-five, and is more common in men 
than in women. 
Tuberculous throat lesions are often 
precipitated by pregnancy. 
Tuberculosis of the throat can be 
cured, but only by early diagnosis 
and by the cooperation of the pa- 
tient, the internist and the laryn- 
gologist. 
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Tuberculosis From the 


General Practitioner’s 
Standpoint* 


R. M. Sueparp, M.D. 
TULSA 


The purpose of this paper is to discuss 
the problem both in diagnosis and treat- 
ment of tuberculosis to the general prac- 
titioner and its pitfalls. Various questions 
have arisen in this work which are be- 
lieved to be not peculiar to any one prac- 
titioner, but to typify the difficulties of 
tuberculosis work in all general practices. 


The diagnosis and treatment of tuber- 
culosis meet many obstacles. In the diag- 
nosis, we have to consider the typical and 
the atypical individual case and the ques- 
tion of epidemiology. The question of cor- 
rect treatment must be given attention if 
the disease is to be controlled in the pa- 
tient and also to prevent the spread of the 
disease to those who are not already in- 
fected. The family physician has a great 
burden and responsibility in these patients 
as he is the first with whom they consult. 
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During the time between the initial symp- 
toms, early diagnosis, and arrest of the 
disease, the patient will usually be under 
the care of a sanatorium for his treatment, 
or a specialist trained in the more recent 
methods of treatment. 

As most cases are treated by specialists 
while the disease is active, the general 
practitioner then loses interest in the di- 
agnosis and epidemiology. He doesn’t care- 
fully study the symptoms and history of 
the disease. This is unfortunate for the 
general practitioner should be alive to the 
problem—too, his patients and their fami- 
lies will, after all, return to him for guid- 
ance and advice. He will be the one to ad- 
vise as to marriage. He will be the one the 
young woman will depend upon for guid- 
ance as to when it will be safe for her to 
bear children. 


Since the mantoux tuberculin test has 
appeared in the regimen of tuberculosis, 
many of the atypical cases of early tuber- 
culosis have been discovered and held un- 
der observation with a diagnosis which 
contributes to the short time and good re- 
sults of treatment. In making the diagno- 
sis of early tuberculosis, there are seven 
cardinal points to be considered: 


I. HISTORY 


Close inquiry should be made, if possi- 
ble, as to intimate contact with a tubercu- 
lous person. Often inquiry will disclose 
that an uncle, aunt, or grandparent died 
with a chronic condition that most likely 
in this day’s method of diagnosis would be 
diagnosed as tuberculosis; or the father or 
mother may be suffering with a chronic 
illness that needs only an examination to 
make a diagnosis of chronic tuberculosis. 


Il. SYMPTOMS 


The symptoms may be typical or atypi- 
cal—insidious or sudden. Frequently the 
disease will begin with symptoms that 
may be diagnosed as an acute cold, influ- 
enza, or pneumonia, but differing in that 
recovery is delayed. Or it may be insidious 
with a gradual loss of strength or endur- 
ance, loss of weight, progressively or 
marked over a few months time, and a 
slight elevation of temperature in the af- 
ternoon. In determining the fever, a cer- 
tified thermometer should be used and 
remain in the mouth of the patient not 
less than five minutes and taken every 
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three hours over a period of ten days or 
two weeks. Pulse rate when increased to 
eighty or more in males and ninety or more 
in females should be given some signif- 
icance. Cough, expectoration, hemoptysis, 
hoarseness or huskiness, and pains in the 
chest are frequent presenting symptoms. 


Ill. PHYSICAL EXAMINATION 


Active early tuberculosis may exist 
without the examiner eliciting abnormal 
physical signs. The examination should 
be made by auscultation of the bared 
chest during inspiration after expiration 
and cough. 

IV. X-RAY 


Whenever possible and the method of 
choice, stereographic x-rays should be 
made and this is a necessary procedure in 
an examination of the chest. The writer 
wishes to emphasize at this point that the 
x-ray should not be used alone to diagnose 
tuberculosis or as a differential diagnosis. 
Too many times patients have been sent 
to x-ray laboratories for a diagnosis of a 
chest condition and expect the x-ray to 
make a diagnosis without considering the 
other adjuncts which we are discussing, 
and many serious errors are made. 

V. TUBERCULIN TEST 

The tuberculin test is of diagnostic 
value at any age. A positive reaction does 
not necessarily mean active tuberculosis, 
but a negative reaction speaks volumes, 
and when negative, other diseases must 
be searched for to determine the cause of 
symptoms. Contrary to some old ideas, the 
tuberculin test will not flare up an old con- 
dition nor do harm. 


VI. LABORATORY TEST 


The presence of tubercle bacilli in the 
sputum is a positive diagnosis of tubercu- 
losis, however, a negative sputum test 
does not rule out tuberculosis. 


VII. EXCLUSION OF OTHER DISEASES 


There are many diseases that can pro- 
duce some of the symptoms simulating 
tuberculosis, so a careful study must be 
made. Of six hundred patients appearing 
in the author’s office in 1933 and 1934, 
only 33.5 per cent had tuberculosis—10.9 
per cent were ill from sinusitis. There 
were some forty diseases in the cate- 
gory including bronchiectasis, bronchitis, 
malignancies, chronic tonsillitis, infected 


teeth, pneumonia, thyrotoxicosis, etc., and 
all of the patients showed some symptoms 
of tuberculosis such as fever, cough, easy 
exhaustion, nervousness, rapid pulse, etc. 


At this point I wish to recite the history 
of a pitfall case: Mrs. H. E. M., aged twen- 
ty-three, two children (two and three 
years of age), was seeing a family physi- 
cian November, 1934, and her case diag- 
nosed as influenza followed by what was 
thought to be pneumonia. She had a 
cough, expectoration, blood-streaked spu- 
tum, and was gradually becoming worse. 
Examination revealed fine and medium 
moist rales throughout the right lung in- 
creased by cough, and a few fine moist 
rales around hilus of the left lung. X-ray 
stereogram of chest showed cloudiness 
throughout entire right lung with small 
area of rarefaction in upper lobe indicat- 
ing cavitation. Left lung, slight infiltra- 
tion around hilus. This patient had lost 
thirty-five pounds in weight from Novem- 
ber, 1934, to April 11, 1935, when seen by 
the writer. Sputum was positive for acid- 
fast tubercle bacilli. Mantoux tuberculin 
test was two plus. Temperature ranged 
from 99 to 101. Pulse rate from 100 to 120. 
Artificial pneumothorax was _ instituted 
after second treatment, cough and expec- 
toration greatly diminished, and all other 
symptoms greatly alleviated. 


Another case to illustrate the importance 
of examination in a throat condition: This 
patient, Mr. L. M., aged twenty-six, mar- 
ried, one child, went to his physician com- 
plaining of hoarseness and sore throat. 
Tonsils were removed November, 1934, 
without chest examination. He came under 
our observation March 16, 1935, complain- 
ing of sore throat and cough, inability to 
swallow, weakness, and loss of. weight. 
Physical examination: Fine and medium 
moist rales throughout left lung, increased 
with cough. Fine moist rales throughout 
upper lobe of right lung with sputum 
positive for tubercle bacilli. Larynx and 
pharynx greatly ulcerated. Patient died 
four weeks later of tuberculosis. 


The use of the tuberculin and x-ray in 
making your diagnosis would be more 
generally used if they were more inten- 
sively and extensively advocated and pre- 
caution should be made for the accurate 
interpretation. The family physician will 
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be consulted by the tuberculous patient 
for advice on some of the more recent ad- 
vances in the treatment of tuberculosis. 


The family physician will be consulted 
for advice on what artificial pneumothorax 
means, how it is given, and why it is used. 
Also the indications for thoracoplasty, in- 
trapleural pneumolysis and other surgical 
methods as well as the extent of rest, and 
the value of dietetics, if hemoptysis is a 
serious condition and does it indicate tu- 
berculosis? Should the patient have his 
tonsils removed? 


Tuberculosis is still a common disease 
and the general practitioner sees it fre- 
quently but perhaps fails to recognize its 
significance. 

After all, the early diagnosis and proper 
treatment is the important phase of his 
service in preventing the death of the 
patient and the spread of the disease to 


other members of his family. 
x * * 


DISCUSSION 
Dr. C. E. Bates, Oklahoma City: 


Dr. Shepard has outlined the cardinal 
signs of active tuberculosis. He has stressed 
the importance of a good history, gradual 
loss of weight, general malaise, increased 
irritability, pleural pains and loss of appe- 
tite I do not disregard retraction of apex or 
apices, increased muscular tension, early 
relaxation or atrophy of the muscles later, 
impaired resonance and bronchial vesicular 
breathing, but he has outlined the cardinal 
findings of active tuberculosis especially in 
the early stage, that is, rales, toxemia, posi- 
tive sputum, hemorrhage, pleurisy with 
effusion, cavities in pneumothorax, x-ray 
findings and tubercular tests. By rales he 
means persistent fine and minute moist 
rales. The examiner should instruct the 
patient in the proper method of breathing 
out and coughing. That is very important. 
The patient should be instructed to 
breathe through mouth, get all air out of 
lungs and then give one expiratory cough 
and listen in one spot with the stethoscope 
throughout expiration, cough and through- 
out that phase of inspiration. Toxemia is 
manifested by rapid pulse, elevation of 
temperature in afternoon. The typical 
fever of the tubercular patient is elevated 
in the afternoon, and subnormal in the 
mornings. A positive sputum confirms the 


diagnosis but one should not hesitate to 
make a diagnosis of acute tuberculosis if 
two or more of the above signs are pres- 
ent. By hemorrhage is meant definite 
blood-tinged and blood-streaked mass pres- 
ent in active tuberculosis, but is more often 
found in bronchitis and acute respiratory 
diseases. Often is seen indications of ac- 
tive tuberculosis in massive hemorrhage, 
pleurisy with effusion in the absence of 
acute respiratory disease. Malignancy and 
cardiac decompensation is now considered 
in the diagnosis of active tuberculosis. 
The x-ray is of great importance, but the 
examiner should learn to depend a great 
deal on physical examination and should 
not look at the x-ray until after examina- 
tion. It is better to consider a patient a 
tubercular suspect and make frequent ex- 
aminations to determine the diagnosis 
rather than making the more serious mis- 
take of overlooking an early case. 


Dr. Fred H. Clark, El Reno: 


There are those of you who remember 
the prejudice towards x-ray giving full 
value and I heartily agree. Many of you 
know that one of the earliest men to do 
anything with the x-ray in the chest and 
whom I had the pleasure of meeting in 
New York where we both happened to be 
paying a visit. Roentgen was in trouble 
over the ward surgery and examining sur- 
geons in the hospital in which he was tak- 
ing exception to the diagnoses made based 
on findings. He examined the films of a 
chest and then examined the patient with 
the stethoscope and pointed out that the 
two must go together. The x-ray man can 
be questioned. When the diagnosis is made 
without any knowledge of other things, 
that means the x-ray man should be on 
guard. Roentgen pointed to what might be 
termed a definite diagnosis from x-ray 
films and that is that you must always 
have involvement of the periphery of the 
lung in tuberculosis. I wish we could get 
in the mind of the people the idea of the 
early value of x-ray; that every child who 
reaches school age should have an x-ray 
of the chest. We will probably never live 
to see that much done. In many schools 
there are x-rays made of all children sim- 
ply as a precautionary measure. Thus the 
child would be under supervision and 
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assured you have a practically normal 
chest. In the adult, however, that is not 
the case, but the x-ray is of unknown 
value. If this government before the last 
war had examined the men by x-ray be- 
fore entering the service more than $100,- 
000 at least would have been saved. 


Dr. R. M. Shepard, Tulsa: 


During these years of depression there 
are many patients without an occupation 
seeking disability, many of them claiming 
a lung disease. Particularly do we see pa- 
tients that give a history of war service 
with gas irritation claiming disability. So 
in making a differential diagnosis of lung 
diseases, one has to be very careful in the 
study of the history and symptoms as well 
as the seven cardinal points outlined in my 
paper. 


* * * 


Renal Tuberculosis: 
A Clinical Study 


D. W. Branuam, M.D. 
OKLAHOMA CITY 


Renal tuberculosis is a disease of im- 
portance not only to the urologist but to 
every practicing physician. Affected in- 
dividuals will be doomed to a slow and 
torturing end without recognition of their 
trouble relatively early, and the institu- 
tion of proper treatment. 


In order to more vividly portray this 
serious and distressing condition, I have 
taken for study the records of fourteen 
cases of renal tuberculosis admitted in the 
past five years at the University Hospital 
and treated by the generally accepted 
procedure of nephrectomy. All were prov- 
en to have had the disease by pathological 
examination of the removed organ. Salient 
features of their case records were ab- 
stracted, with emphasis placed on diagno- 
sis and the results obtained by surgery. 

There were eight males and six females; 
all in the white race with the exception of 
one man, a Filipino. Negroes rarely de- 
velop surgical tuberculous lesions of the 
kidney. Doubtless their inherently poor 
racial resistance to the disease produces 
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early death from chest involvement be- 
fore chronic secondary lesions develop. 


* Renal tuberculosis is a disease of early 
adult life. In this series the average age 
incidence was twenty-five years; the 
youngest a boy of fourteen, the oldest a 
man of fifty-nine years. The right kidney 
was involved in twelve patients and the 
left in two, although no reason, other than 
a coincidental one, can be offered for this 
finding. Large series of statistics do not 
reveal that one kidney is more frequently 
involved than the other. 


The earliest and most dominant symp- 
tom of the clinical course is frequency of 
urination which is soon followed by dys- 
uria. Possibly some irritating toxin is 
formed by the bacilli which stimulates the 
sensory nerve endings of the bladder, as 
bladder manifestations seem to be out of 
all proportion to the size of the focal le- 
sion; furthermore removal of the diseased 
kidney quickly produces a striking ameli- 
oration of the cystitic phenomena. 


Bladder irritation so inevitably accom- 
panies renal tuberculosis that without the 
complaint of frequency or dysuria a diag- 
nosis of tuberculosis can almost definitely 
be ruled out. Bladder distress is a con- 
stant complaint, resisting all therapeutic 
efforts for its relief. Eleven of the four- 
teen patients studied definitely gave this 
as their initial symptom. Of the remaining 
three patients, one complained of pain in 
the affected kidney; another of pain in the 
testicle, simulating an acute epididymitis; 
and a third had a rather constant after- 
noon temperature, accompanied by a per- 
sistent loss in weight and strength. How- 
ever, all patients on admission to the hos- 
pital complained bitterly of the bladder. 
It was definitely their chief complaint. 


Although hematuria has been a widely 
publicized sign of tuberculosis of the kid- 
ney, in only one instance was bleeding of 
any consequence noted in the history. A 
small amount of blood in the urine, prob- 
ably of bladder origin, was noted fre- 
quently due to the intense bladder con- 
gestion and inflammation. Cystitis from 
other causes could have produced the 
same finding. 

Pyuria was a rather constant sign. The 
tubercle per se is not productive of much 
purulent material, but frequently due to 
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secondary bacterial invaders pus in the 
urine becomes a rather early and persist- 
ent finding. Thirteen patients presented 
pus in the urine in gross amounts, and one 
patient had only microscopic evidence of 
infection. As would be expected, the pre- 
dominating secondary organism was the 
colon bacillus. 


Pain in the kidney region is not a prom- 
inent finding. It is only in the later stages 
of the disease that it comes to the fore in 
the clinical picture. Distress ranging from 
a vague ache in the loin to attacks of se- 
vere colic was found in eight cases. Pain 
over the bladder region was a frequent 
complaint. 


An enlarged kidney or tumor formation 
likewise was a relatively uncommon sign. 
In five instances were masses sufficiently 
large to be palpable. Three of these were 
found to be suffering from perinephric 
suppuration that required preliminary 
drainage before nephrectomy. This pus 
formation was undoubtedly due to corti- 
cal rupture of renal abscesses. 


Similar to other tuberculous processes, 
the infection of the kidney shows a slow 
and insidious development and years may 
elapse before the individual finally suc- 
cumbs to the disease. It is interesting to 
note that in only two patients the duration 
of symptoms was less than six months; 
three gave complaints of a year’s duration; 
six stated they had been ill from one to 
two years, and three had symptoms ex- 
tending over three years. Obviously, a dis- 
ease of such slow progress demands no 
emergency treatment insofar as surgery is 
concerned. The physician can afford to 
give sufficient time for pre-operative 
preparation before subjecting a patient to 
nephrectomy. No excuse can be advanced 
to submit a debilitated, dehydrated, toxic 
patient to a major operation of this caliber 
on the basis that haste is important. Some- 
times it may be advisable to give such pa- 
tients a few weeks rest in bed before 
operation is justified. 


The diagnosis of tuberculosis of the kid- 
ney rests basically upon the finding of tu- 
bercle bacilli in the urine. It is almost 
always necessary to make multiple smears 
of the urinary sediment from twenty-four 
hour collections. Repeated examinations 
often become necessary before the organ- 


ism is found. Tubercle bacilli, as a rule, 
are few in number and frequently excret- 
ed in showers, with intervals between 
when no bacteria are present. No one 
should regard the urinary tract as free 
from infection until at least six specimens 
are examined diligently and thoroughly. 


Cystoscopic and radiographic investiga- 
tion, one or both, was performed on twelve 
of these patients. In all who had cysto- 
scopic examination, the bladder was found 
to be hyperirritable, inflamed and held 
little fluid without pain. 


In five instances ulceration suggestive 
of tuberculosis was prominent enough to 
merit recording. Radiographic findings 
were less productive of diagnostic signifi- 
cance. Of the twelve in only two was there 
evidence suggestive of ulceration of the 
pelvis and calices, shown by filling defects 
of the pyelographic contour. A diagnosis 
of a destroyed kidney was made in seven 
patients; three had unsatisfactory films 
for one reason or another. 


Primary renal tuberculosis does not oc- 
cur. Its origin can usually be traced to the 
lung. Often times the focal lesion of the 
lung is difficult to demonstrate. In seven 
cases roentgenographic studies of the chest 
were definitely positive for tuberculosis. 
Two patients suffered tuberculous lesions 
of the bones involving the spine. 


There were four hospital deaths; a mor- 
tality of approximately twenty per cent. 
One patient died within a week following 
surgery from massive collapse of the lung; 
another on the tenth day from cerebral 
emboli, and two more, four and seven 
weeks respectively, from toxemia due to 
disseminated tuberculosis, chiefly of the 
lung. 

Ten patients left the hospital; six hav- 
ing had a rather stormy post-operative 
course. Eight left the hospital feeling well, 
markedly relieved of their bladder symp- 
toms, and to judge from the records, defi- 
nitely improved by treatment. Two pa- 
tients were unimproved. In only six in- 
stances was the wound completely healed 
at the time of dismissal; four had large 
open wounds that would probably necessi- 
tate months of treatment. Delayed closure 
of the wound is to be expected following 
operation on a tuberculous kidney when 


the pathology is advanced. 
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A complete follow-up of the cases was 
not obtained. Three have been traced for 
two years and one for three years. As far 
as could be determined, they are in satis- 
factory health at the present time. 


All patients when dismissed from the 
hospital were advised to refrain from 
strenuous activities for at least a year. It 
is the opinion of this clinic that surgery 
is an important initial step in the manage- 
ment of renal tuberculosis, however, ade- 
quate rest in bed so long as signs or symp- 
toms persist, a full diet, heliotheraphy, 
and occasionally tuberculin therapy, may 
be necessary to gain complete control of 
the disease. Heliotherapy, properly given, 
has been found to be an excellent adjunct 
in the post-operative treatment of these 
individuals. It promotes a sense of well- 
being and definitely hastens the healing 
of the wounds. 

CONCLUSIONS 


Renal tuberculosis, a slowly developing, 
insidious pathological process, is a disease 


of young adults. Unless treated scientifi- 
cally it produces death of the individual, 
preceded by a painful disabling bladder 
lesion. Cystitis, a commonly encountered 
disease, is practically the only definite 
symptom. Signs and symptoms referable 
to the kidney are markedly absent. The 
diagnosis is relatively simple, providing 
the urologist keeps in mind the fact that 
tuberculosis is a diagnostic possibility in 
every instance of intractable cystitis. 

A combination of bacteriologic, cysto- 
scopic and radiographic study will in most 
instances make the diagnosis. 


Treatment of the disease is essentially 
surgical, provided that only one kidney is 
involved and the other kidney is capable 
of supporting life. 


The results obtained by surgery are suf- 
ficiently satisfactory to merit its use. In 
the majority of cases a fairly uniform 
therapeutic response may be expected; 
notably a gain in the general health and 
relief from the bladder symptoms. 


7 





Symposium on Poliomyelitis 


Poliomyelitis* 


Ben H. Nicuotson, M.D. 
OKLAHOMA CITY 


The virus of poliomyelitis finds its way 
into the central nervous system by travel- 
ing directly along the axons of nerves. The 
most exposed nerve is the olfactory and 
the consensus of opinion is that in the vast 
majority of instances the virus travels by 
way of the olfactory nerve through its 
ultimate communications with the spino- 
thalamic tract to the anterior horn cells of 
the cord.' Many features of the disease are 
adequately explained by this mode of in- 
vasion. Many others are not. It is difficult 
to understand why only eight patients 
among six hundred twenty-two cases of 





*Submitted by the Secretary of the Oklahoma Pediatric 
Society at the request of the Secretary of the State Medical 
Association. The context of the article has been approved by 
the Board of Directors of the Pediatric Society. To conserve 
space the authorities quoted are given by reference only. 


poliomyelitis in North Carolina, in 1935, 
gave a history of exposure? if the disease is 
spread by droplet infection. Furthermore, 
in Oklahoma this year the disease has not 
spread from one locality to another, but 
has appeared in most all parts of the state 
at the same time. Quite like the diarrheal 
diseases, the highest incidence is in the 
late summer and early fall. Advocates of 
the olfactory nerve origin of the disease 
trace the disease through the brain stem 
to the cord, and yet there are many in- 
stances in which the disease is seen to 
progress from the lumbar region upwards. 


While poliomyelitis has never been ex- 
perimentally produced by way of the gas- 
tro-intestinal tract, except after the intes- 
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tinal tract has been injured, the disease 
that follows inoculation into traumatized 
gut in monkeys more closely resembles 
the disease as it occurs in man.* Who can 
say but that the intestinal tract of the 
small child is frequently traumatized by 
foreign bodies, indigestible food material, 
diarrhea or purgatives? Suffice it to say 
that from an epidemiological standpoint 
we cannot ignore the possibility of other 
portals of entry than the olfactory nerve. 


The incubation period of poliomyelitis 
is from seven to fourteen days, and the 
disease is ushered in rather suddenly with 
signs of generalized infection, consisting 
of fever, malaise, headache, and quite often 
vomiting. This is followed immediately or 
within a day or two by the signs of in- 
volvement of the central nervous system. 
There is nothing typical or definite about 
these signs, but the most frequent ones 
seen are: 


1. Disturbance of sleep. The patient is 
drowsy or has a reversal of the 
schedule of sleep, much like a pa- 
tient with encephalitis. 

2. Peevishness and _ sensitiveness to 
touch. 


3. Rigidity of the neck and resistance 
to flexion of the spine, and pain on 
attempting to sit up. 

4. Head drop—inability to raise the 
head when the shoulders are elevat- 
ed from the bed, the patient lying 
flat on his back.* 


5. Reflex abnormalities which vary a 
great deal. 


The disease then progresses to the stage 
of paralysis, with deep muscle soreness in 
areas, which is indicative of involvement 
of the posterior ganglia. In the majority of 
cases the paralysis appears on the third 
day of illness but there is always danger 
of paralysis or progression of paralysis as 
long as the patient has fever. The disease 
may not progress further than the initial 
stage or the meningeal or preparalytic 
stage, in which case the diagnosis will 
probably be missed unless the spinal fluid 
is examined. About thirty to forty per 
cent of the patients who are definitely 
diagnosed as having poliomyelitis, go on to 
the paralytic stage. 


A certain number of children have the 


dromedary type of the disease described 
by Draper. The first stage developes and 
then the patient is up and about for several 
days, apparently perfectly well. He then 
begins to run fever again and to show the 
signs of involvement of the central ner- 
vous system, with or without development 
of paralysis. 

An early diagnosis depends on the acu- 
men of the attending physician and can 
only be accurately made by examining the 
spinal fluid. Inasmuch as the cell count 
may be only slightly increased, spinal 
fluid examination is of practically no value 
unless it is examined immediately, before 
the cells have had a chance to settle in the 
bottom of the tube. Care must be taken to 
avoid traumatizing the plexus of veins 
which lie anteriorly in the spinal canal, 
because a bloody fluid is of little diagnos- 
tic value. 


TECHNIQUE OF SPINAL FLUID EXAMINATION 


1. Draw a little glacial acetic acid into 
a white pipette and allow it to run 
out. Enough will stick to the walls 
to hemolyse the few red cells pres- 
ent. 


Draw a little spinal fluid and shake 
gently, then place on counting cham- 
ber, being careful not to get an ex- 
cess. Count the cells in all nine big 
squares, multiply by ten for depth 
of space and divide by nine. 


3. To test for globulin drop one cc. of 
spinal fluid drop by drop into a 
small test tube containing one cc. of 
Pandy’s reagent (saturated solution 
of phenol in distilled water, prepared 
by adding twenty cc. of melted car- 
bolic crystals to two hundred cc. of 
distilled water and placed in incuba- 
tor for two or three days, and then 
pouring off the clear supernatant 
fluid to use as Pandy’s reagent)." If 
the spinal fluid shows a white cloud 
the globulin is positive. The change 
may be very slight and can best be 
seen against a black background. 
The ammonium sulfate test may be 
used, in which a completely saturat- 
ed solution of ammonium sulfate is 
overlaid with suspected spinal fluid. 
A clear cut, gray-white ring will ap- 
pear between the two liquids within 
a few seconds if the globulin is posi- 


te 
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tive. Under normal conditions a ring 
may appear in five minutes.® 


4. For practical purposes a qualitative 
test for spinal fluid sugar is valuable 
in differentiating poliomyelitis in 
which the sugar content is normal or 
increased, from tuberculous menin- 
gitis in which the sugar is greatly 
reduced. Fill a small test tube about 
two-thirds full of Benedict’s reagent 
and overlay this with about two cc. 
of spinal fluid and heat the upper 
portion to boiling over a Bunsen 
burner. If the sugar is normal or 
above a grayish-yellow precipitate 
will form. If the sugar is low very 
little or no change will occur. 


If there is any question at all about the 
diagnosis a spinal puncture should be 
done. The cell count is usually more than 
ten and less than two hundred, although 
it may be as high as five hundred to one 
thousand. The globulin reaction is positive, 
although the writer recently had a patient 
with the meningeal form of the disease 
which did not progress and in which the 
globulin was negative. The globulin per- 
sists longer than the pleocytosis and un- 
fortunately after the first two days of ob- 
servation the spinal fluid was not exam- 
ined. The spinal fluid sugar, as stated 
above, is normal or increased. 


The local treatment of the paralysis in 
the acute stage consists principally of 
complete immobilization of the affected 
part or parts and is described in this issue 
of THE JouRNAL. Much data has been pub- 
lished on the value of convalescent serum 
in the prevention of paralysis. At the pres- 
ent time it appears that the value of con- 
valescent serum is questionable,’ and that 
it should certainly not be given intra- 
spinally. The data available would indi- 
cate that serum or blood from a single in- 
dividual who has had the disease may 
have a very low neutralizing value, and 
the blood or serum from a normal healthy 
adult may have a relatively high neutral- 
izing value.* There seems to be no very 
decided advantage in finding a single 
donor who has had the disease. 


In this state we do not have the facili- 
ties for collecting and storing convales- 
cent serum and it has been the practice in 
Oklahoma City to transfuse the patient in 


the preparalytic stage from an individual 
who has had the disease, if possible; if not, 
from a healthy adult. While the value of 
such a procedure is questionable, it is de- 
sirable for the possible benefit to be ob- 
tained. It should be remembered that the 
inherent immunity that an _ individual 
possesses is not an humeral one but seems 
to be dependent on the resistance of the 
nerve tissue itself,' and, therefore, too 
much cannot be expected from the trans- 
fer of circulating antibodies from one in- 
dividual to another. 


The striking success of sulfanilamide in 
the treatment of streptococcus meningitis 
has opened the question of whether it 
might not be of value in the treatment of 
poliomyelitis, inasmuch as the drug 
reaches a high concentration in the cere- 
bro-spinal fluid shortly after administra- 
tion in full doses is begun. Two patients in 
the preparalytic stage have been treated 
with sulfanilamide with the development 
of a minimal degree of paralysis,” but only 
about one-third go on to paralysis anyway. 
Enthusiam unrestrained is in danger of 
discrediting the drug now, but since other 
methods of treatment are of so little value 
the Pediatric Society would like to have 
reports of its use and would recommend 
that if it is used the patient be given three 
cc. per pound of body weight of the 0.8 
percent solution subcutaneously, up to 
three hundred cc. the first day, and one 
gm. of the tablets per twenty pounds of 
body weight by mouth daily thereafter, if 
the patient is able to take it. This is to be 
taken until the paralytic stage has defi- 
nitely developed and the temperature is 
normal, or until it is apparent that it is 
not going to. 

There was a time when observers felt 
that much of the permanent damage to 
the anterior horn cells was due to general- 
ized oedema of the cord. We now know 
that while oedema and general inflamma- 
tory reaction may be present it is not al- 
ways, and that the anterior horn cells are 
destroyed by the virus itself.' For this 
reason repeated spinal drainage is not 
necessarily desirable. After the diagnostic 
puncture, however, drainage should be re- 
peated as needed for the comfort of the 
patient, if he continues to have much 
headache and generalized aching and sore- 
ness which interfere with his rest. 
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Respiratory distress in poliomyelitis 
may be divided into three groups. (1) Fail- 
ure of the respiratory center from in- 
volvement of the center by the virus, 
(2) accumulation of mucus and saliva 
from involvement of the muscles of the 
pharynx, in which case frequent cleans- 
ing of the pharynx by suction is the treat- 
ment of choice, and (3) paralysis of the 
diaphragm and intercostal muscles, which, 
if complete, is best treated by a respirator 
if oxygen will not suffice.'® 


As stated above, the virus presumably 
enters the central nervous system by the 
olfactory nerve, but may also enter the 
nerve endings in the _ gastro-intestinal 
tract. Contact with many children should 
be avoided, particularly if that contact is 
in a closed place, such as birthday parties, 
picture shows, Sunday schools, etc. The 
health department feels that the city parks 
offer a lesser of two evils, since children 
who are not permitted to gather in the 
open in parks will gather in cellars, attics 
and spare rooms. The question of swim- 
ming pools is less clearly answered. Even 
if the water is chlorinated it seems that 
there is no better way of foreign material 
entering the olfactory area than when the 
head is submerged in water; nor could 
there be a better way of disseminating 
the virus from carriers than by blowing 
the water out of the nose. One of the best 
protections the body has is the coating of 
mucus that lies over the olfactory area. 
This coating may be interfered with by 
washing with water incident to swimming. 


The incubation period of poliomyelitis 
is seven to fourteen days and contacts 
should stay away from other children for 
fourteen days after the last exposure. Pa- 
tients should be isolated for twenty-one 
days. While the attack rate is low one is 
necessarily concerned when a child has 
been exposed to the disease. Some favor- 
able reports of passive immunization have 
been published,"' so that particularly when 
one child in a family has developed the 
disease it would probably be well for other 
children in that family to receive at once 
an injection of immune serum or blood; 
at least ten cc. of convalescent serum, or 
twenty cc. of pooled adult serum, or fifty 
to sixty cc. of adult citrated whole blood, 
intramuscularly.'* 


There has been a great deal of pressure 
brought to bear on the medical profession 
by patients who have been informed in the 
lay press of the value of nasal sprays in 
the prevention of disease. It has been 
shown that the spraying of the olfactory 
area with a solution of one per cent zinc 
sulfate will protect monkeys against in- 
fection when this area is inoculated with 
the virus of poliomyelitis.» “ It has been 
recommended that such a spray be used 
prophylactically. The idea is appealing 
and in the hysterical atmosphere attend- 
ant upon the appearance of an abnormal 
number of cases, doctors and laymen alike 
are apt to grasp at anything without much 
consideration. Mothers have even had a 
druggist fix up a solution of zinc sulfate 
to use in an ordinary atomizer at home. In 
the first place, the principle of its use is 
to coat over the olfactory area. This 
means, of course, that the needle tip on 
the spray must reach above the middle 
turbinate. In spite of local application of 
cocaine the process is not without discom- 
fort. The nose in most instances must be 
shrunk down first, and if there is a devia- 
tion of the septum application is very dif- 
ficult. There is a violent reaction which 
lasts for about three hours, consisting of 
headache, sneezing, redness of the eyes, 
and general discomfort. 


There is considerable doubt as to 
whether the olfactory nerve is the only 
means of invasion, and there is a possibili- 
ty that if applied in a wholesale means 
the population might have a decreased 
immunity because the immunity may be 
produced by submorbid infections. On the 
other hand, if the virus enters the system 
through the gastro-intestinal tract there 
is no chance of preventing such an inva- 
sion by coating over the olfactory nerve. 

There is at the present time, in Okla- 
homa City, a child who has unmistakable 
poliomyelitis who on three occasions with- 
in the accepted period of time had his nose 
sprayed with a zinc sulfate solution by a 
physician. The only conclusion that can 
be drawn is that this child was not pro- 
tected by the spray. At any rate the pro- 
cedure is in the experimental stage and 
until it can be studied more carefully one 
hesitates to recommend it. 


The value of the vaccines developed by 
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Brodie and Kolmer has not been estab- 
lished and they are at the present time 
not recommended. 


CONCLUSION 


A brief discussion has been given of the 
current opinions of poliomyelitis. It is 
hoped that cases will be studied carefully 
by the individual practitioners and re- 
ports sent to the Pediatric Society so that 
they may be compiled for publication. 
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Orthopedic Management of 
Anterior Poliomyelitis 





D. H. O’Donocuve, M_D., F.A.CS. 
OKLAHOMA CITY 





The season is far enough advanced to 
tell us definitely that we are in the pres- 
ence of a vastly greater number of cases 
of infantile paralysis than can be account- 
ed for by ordinary season incidence. There 
were almost three times as many cases 
reported in July, 1937, as have been re- 
ported in any previous month in Oklaho- 
ma; substantially more, in fact, than the 
total reported for any preceding year. 
While this is not cause for mass hysteria, 
it behooves us to take stock of the situa- 
tion, in light of our past experience, so 
that we may be better prepared to handle 


this vast increase in cases. Our attack on 
infantile paralysis must be in three major 
fields: first, preventive; second, treatment 
and cure of the acute disease; third, man- 
agement of the paralysis. 


In regard to prevention, I think it is fair 
to say that, so far, we have no definitely 
proven preventive measure which has 
stood the test of time. In the second phase; 
namely, the acute disease, there is no 
specific treatment either to check the dis- 
ease or prevent paralysis. There are 
many measures which may have some 
value, but these will be discussed in an- 
other article. Suffice it to say that results 


_have been very disappointing. 


We have not, therefore, made any very 
substantial progress in treatment, prior 
to the paralytic stage. Management in the 
third stage presents an altogether differ- 
ent story. There is no longer room for 
doubt of the fact that careful, conscien- 
tious, and adequate treatment of the par- 
alyzed muscles will result in minimizing 
the residual paralysis. Since it is in this 
field that such extensive progress has 
been made, at the risk of repetition, let me 
proceed to recapitulate the orthopedic 
management of this disease. (A large por- 
tion of this material has already been pre- 
sented in a pamphlet published by the 
Oklahoma Commission for Crippled Chil- 
dren, and prepared by the Crippled Chil- 
dren’s Committee of the Oklahoma State 
Medical Association.) 


It is possible to divide this management 
into three rather poorly delineated sec- 
tions. 


First: The period from the onset of the 
paralysis to the subsidence of the acute 
symptoms in the muscles themselves. We 
have rather arbitrarily set this period as 
about six weeks from the onset of the dis- 
ease 


Second: The period which covers the 
time during which active recovery of 
function of paralyzed or weakened mus- 
cles is obtained. Again, arbitrarily, we 
may say that this period will run from six 
weeks to about eighteen months, the ma- 
jor portion of recovery occurring in the 
early months. 

Third: The period covering the time of 
rehabilitation by surgical procedures; such 
as, Stabilization, tendon transplants, and 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 335 


other similar methods used to provide 
substitutes for permanently paralyzed 
muscle groups; roughly, from eighteen 
months after the acute disease ad infini- 
tum. 


Our interest must center in the first 
two sections, and more primarily in thé 
first; namely, the period of acute muscu- 
lar involvement. During this stage we 
have one aim only. This is to provide com- 
plete rest of the paralyzed part, with the 
extremity immobilized in its most func- 
tional position. The immobilization must 
begin with the onset of the paralysis and 
must continue until all muscular tender- 
ness has disappeared. Thus, with the onset 
of the disease, the child should be put at 
absolute bed rest, regardless of the extent 
of the paralysis. Of course, during the 
early stage, the child will probably be 
sick enough to remain in bed. However, it 
is not sufficient to keep him in bed only 
during this acute febrile stage. Involve- 
ment of the abdominal muscles and mus- 
cles of the back is very common, and bed 
rest is essential in order to prevent over- 
use of these muscle groups. All activity 
should be discouraged as long as there is 
any pain or tenderness demonstrable in 
the muscles. Our general aim, therefore, is 
rest of the entire organism with specific 
rest and support to the involved muscle 
groups. The involved extremity should be 
supported in the position of election, pref- 
erably by light, well-fitted plaster casts. 
Plaster casts have the advantage of fitting 
the extremity to which they are applied, 
and of being fool-proof, so that it is not 
feasible for the parents to remove the sup- 
port in order to examine the extremity, 
move the joints, bathe the skin, etc., a 
tendency which is well nigh impossible 
to overcome. If casts are not available, 
supportive splints are entirely adequate, 
provided that it be emphasized to the 
parents, or others in charge of the case, 
that it is not permissable to remove the 
splints for any reason, other than to se- 
cure more proper fitting. 


The cast or splint should be carefully 
fitted to give support in the correct posi- 
tion. In the lower extremity, the foot is 
placed at 90°, the knee slightly flexed, the 
hip slightly abducted and in neutral rota- 
tion. If the splint is for the leg only, and 


does not include the hip, some attach- 
ment must be applied to prevent rotation 
ofthe leg at the hip or knee. In the upper 
extremity, where deltoid paralysis is par- 
ticularly common, the arm should be at 
90° with the body, the elbow at 90° and 
the wrist in a slightly cock-up position. 
Obviously, it is much better to provide 
well-fitting casts or braces. However, if 
this is not feasible, the more nearly any 
support fulfills the foregoing require- 
ments, the more adequate it will be. 


During this initial stage, there is abso- 
lutely no value, and there is undoubted 
harm in meddlesome treatment of the ex- 
tremities. There is absolutely no place for 
massage, manipulation, or exercise in the 
early management of infantile paralysis. 
The only proper treatment in this early 
stage is rest. By this is meant, rest of the 
paralyzed muscle, rest of the body, and 
rest of the mind. No other regime will give 
satisfactory results. The question arises as 
to the point of termination of the period of 
absolute rest. If an error is to be made, let 
it be in maintaining the rest over too long 
a period, rather than cutting this period 
short. An arbitrary limit of six weeks has 
been set. This, of course, is a definite 
figure for a variable period: The exact 
time can best be estimated by the condi- 
tion of each individual case. Thus, in the 
last week of the initial period, the plas- 
ter splints may be removed on occasion 
and the extremity examined. If there is 
the slightest muscular tenderness, immo- 
bilization must be maintained. When the 
tenderness has disappeared, we may grad- 
ually slip into the second stage of treat- 
ment, at which time more active manage- 
ment is desired. 


As the transition occurs from the initial 
stage to the secondary stage, the time ar- 
rives for careful initiation of massage, 
manipulation, and exercise, particularly 
muscular ttaining. Let me emphasize 
again, that the utmost care must be used 
in order to prevent overactivity. At this 
stage, the child is inordinately tired of his 
long recumbency and may easily become 
over-enthusiastic. The parents are anxious 
to see immediate results and oftimes en- 
courage the child to perform beyond his 
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strength. The only safe criterion at this 
stage is fatigue. Treatment must never be 
carried to the point of over-fatigue of the 
child. Thus, in the ordinary case, support 
may be removed for a little gentle mas- 
sage and careful motion, great pains be- 
ing taken to support the extremity and 
to protect against the pulling effect of 
gravity. Weight bearing must be absolute- 
ly prohibited, if the lower extremities 
have been at all involved, or if there is 
major weakness in the abdomen or back. 
A safe policy is to prohibit weight bearing 
entirely for six months following the on- 
set of the disease. This six months’ period 
must be spent in conscientious effort to 
provide gradually increasing exercise for 
the weakened muscles. It must be empha- 
sized again that throughout this entire 
period of six months, the extremities must 
be supported by continuation of apparatus 
for a very substantial period during the 
twenty-four hours. Each case must be 
sharply individualized in this respect. 


Another major crisis arises with the be- 
ginning of weight bearing. Here again, it 
is possible, by a few hours of over-fatigue, 
to undo the labor of many weeks. If there 
is major weakness, support must be pro- 
vided by braces. This is particularly true 
in the lower extremities, back, and abdo- 
men. The least tendency toward deformity 
must be anticipated and corrected by sup- 
portive apparatus. Particular points to 
guard against are, deformity of the feet, 
hyperextension of the knees, and lordosis 
of the spine, with protuberant abdomen. 
Properly fitted braces will be of great 
help in preventing these deformities from 
becoming crippling. 

It is, in my opinion, extremely impor- 
tant to keep a very accurate chart of the 
extent of impairment of various muscle 
groups. I may hasten to add that no effort 
should be made in this direction during 
the acute stage of the disease. With the 
removal of the initial support, however, 
and as some exercise is undertaken, it will 
be possible to secure the cooperation of 
the child and make a careful outline of 
the extent of involvement at that time. 
It is possible to secure charts for this pur- 
pose which list each separate muscle 


group. On successive dates, a careful re- 
check should be made in order to deter- 
mine progress of recovery. Under ordi- 
nary circumstances, there should be grad- 
ual improvement in the strength of the 
muscle groups. Any definite retrogression 
is a possible indication that the case is be- 
ing overtreated. 


It is, of course, impossible, in this brief 
discussion, to give in detail the various 
methods of physiotherapy. A few words 
may be in order in regard to the more 
publicized treatments. Hydrotherapy is of 
extreme advantage in the subacute stage 
of the disease. It is definitetly contra-indi- 
cated during the acute stage; namely, the 
first six weeks. There is, of course, no 
specific therapeutic value of the water, its 
only function being supportative, largely 
in permitting active motion of the extrem- 
ities which are too weak to overcome the 
pull of gravity. It is an adjunct to treat- 
ment. 


In conclusion, allow me to quote a para- 
graph from the pamphlet printed by the 
Oklahoma Commission of Crippled Chil- 
dren. “In checking the progress of treat- 
ment of infantile paralysis in the past ten 
years, it appears that there has been tre- 
mendous progress in management. Statis- 
tics from older epidemics reveal the fact 
that the greatest majority of cases devel- 
oping paralysis had definite residual 
paralysis at the termination of treatment. 
In more recent series, it appears that the 
number of cases with residual paralysis 
has been sharply curtailed. This has been 
almost entirely due to more conscientious 
and intelligent handling of the paralyzed 
muscles. There is little, indeed, to offer 
in the treatment of the acute febrile dis- 
ease. There is much to offer in the man- 
agement of the case as the acute symp- 
toms subside. It is in this field of en- 
deavor that efforts must be concentrated, 
until such time as something specific has 
been offered which will check the paraly- 
sis at its incipiency. Careful management 
will permit temporarily paralyzed muscles 
to regain their function and will prevent 
development of deformities in those ex- 
tremities which have permanent paraly- 
sis.” 
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EDITORIAL 
SYMPOSIUM ON TUBERCULOSIS 











In this issue of THE JoURNAL is a sympo- 
sium on tuberculosis that will be of inter- 
est to every member of the medical pro- 
fession in this state. It is probable that we 
are beginning to feel too secure relative 
to the handling of this disease, so much 
has been said about the decrease in the 
death rate and the earlier recognition of 
this condition, but imagine the consterna- 
tion of the people in Oklahoma if it were 
reported that an epidemic of typhoid had 
taken one thousand three hundred twelve 
lives in our state. However, this is the 
number of deaths that occurred from tu- 
berculosis in 1936, as shown by the Bureau 
of Vital Statistics of this state. The one 
way in which we may get control of this 


dread disase is by obtaining an early and 
accurate history of each case. 

Dr. William Devitt, = esr Pe 
of Devitts’s Camp, makes this statement: 
“The stethoscope, which has done more 
harm than all other factors combined, pre- 
sents no criteria by which a definite diag- 
nosis can be made until too late. There 
may be no suspicious sounds heard in a 
chest at the first examination, six months 
or a year later the serious condition in the 
chest is evident to both the physician and 
the patient.” After the development of 
the disease the diagnosis can be positively 
made by sputum examinations and radio- 
graphic studies of the chest. The x-ray to- 
day shows up clearly practically all tuber- 
cular lesions, unless they are very small 
or located behind the heart. Every suspi- 
cious case should be x-rayed. Blood or 
blood-tinged sputum should always arouse 
the suspicion of tuberculosis, as very few 
of these hemorrhages come from any 
other organ but the lungs. So much for 
the person who has acquired tuberculosis. 


The control of tuberculosis will depend 
upon the tuberculin test which has been 
discussed in one of the papers of this issue 
of THE JOURNAL and with the tuberculin 
test the carriers of tuberculosis can be 
found, treated and either isolated or 
taught to protect others with whom they 
may come in contact. 

Let each of us give to the patient who 
comes complaining of being tired, having 
lost weight, or with blood-tinged sputum, 
the advantage of every means possible in 
making an accurate diagnosis and then be- 
ing educated so that he will not communi- 
cate this disease to those with whom he 
comes in contact. 


The death rate from tuberculosis has 
slightly increased in Oklahoma during the 
past vear and no one can be blamed except 
the physician who first sees these patients. 

Therefore, with so grave a responsibility 
let us meet it squarely and if not equipped 
to carry on-adequate diagnostic procedures 
see that these patients are referred to some 
medical center where this service may be 
obtained. 





— * 
———- 


CHANGE OF CLIMATE OFTEN UNWISE 





Only in rare instances should Oklahoma 
physicians suggest a change of climate for 
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patients with tuberculosis. The consensus 
of opinion on the part of those specializing 
in tuberculosis in the southwestern states 
where most transient tuberculosis cases go 
is that a patient should have at least $2,- 
400.00 to expend on recovery if he expects 
to get well in that country. 


In an article, “Sick, Broke and Foot- 
loose,” in the April Journal-Lancet, Dr. 
H. E. Kleinschmidt, Director, Health Edu- 
cation, National Tuberculosis Association, 
has the following to say about climate: 


“Consideration of the need for a vig- 
orous educational campaign in areas 
from which transients come, to point 
out the futility of bartering the chance 
to get well for the flimsy promise of a 
climatic cure. * * * To sacrifice home 
comfort, economic security and decent 
care for the elusive promise of climate 
is far more risky than hunting gold in 
Alaska.” 


rae 
Vv 


POLIOMYELITIS 





In this issue of THE JOURNAL we have 
two papers on poliomyelitis, one by a pedi- 
atrician and the other by an orthopedic 
surgeon. It has been noted in the daily 
press that there has been an increase in 
the number of cases of this disease, during 
the past sixty days, and we are glad to 
give to the profession of the state this in- 
formation relative to the diagnosis and 
handling of this sort of case. Much can be 
done to prevent serious deformities and 
this can be accomplished only by early 
treatment and the prevention of serious 
contractures. 


The subject is ably presented in these 
two papers and each physician who sees 
such cases, and many of us may, might 
well peruse these articles with great care. 


ra’ 











| OBITUARIES 


DOCTOR GEORGE H. SIMMONS 
1852 - 1937 
Dr. George H. Simmons, Editor and General 
Manager Emeritus of The Journal of the American 
Medical Association, died in Chicago, September 1, 
1937. 


Doctor Simmons was born in Moreton, England, 
January 2, 1852. He came to the United States in 
1870, and studied at Tabor College in Iowa in 
1871 and 1872 and at the University of Nebraska 





from 1872 to 1876. He received his M. D. degree 
from the Hahnemann Medical College, Chicago, in 
1882 and was awarded the M. D. degree by Rush 
Medical College, following additional study, in 
1892. After long consideration the Board of Trus- 
tees chose Dr. George H. Simmons for the posi- 
tion of General Secretary, which he filled from 
1899 to 1911, and of editor, which he occupied until 
1924. In 1901 he became also general manager. The 
Journal of the American Medical Association was 
established in 1883. When Doctor Simmons took 
over the editorial supervision and management, 
its total subscription list was approximately ten 
thousand. From that time it showed continuous 
improvement. Furthermore, under his leadership 
it became a significant weapon in the initiation 
and progress of great movements for the advance- 
ment of medical education and medical science. 


To tell the story of Doctor Simmons’ services in 
the period from 1899 to 1924 is, in fact, to tell the 
history of the American Medical Association in 
that same period. 


In 1924 he resigned as Editor and General 
Manager of the American Medical Association and 
became Editor and General Manager Emeritus. At 
that time a number of leaders in American medi- 
cine arranged for the painting of his portrait, 
which was presented to him at a testimonial ban- 
quet in Chicago on June 9, 1924. Hundreds of 
physicians attended, and he received messages of 
os and congratulations from all over the 
world. 


This, then, is briefly the record of Dr. George 
H. Simmons as an executive and an administrator. 
His work for the American Medica! Association 
was characterized by intelligence, unselfishness, 
initiative and righteousness. In his personal life he 
had his share of physical and mental suffering. 
He weathered storms of unjust criticism and false 
characterization of his administration. He devoted 
himself almost objectively and completely devoid 
of personal interest to the public career which he 
had chosen. Unquestionably he was the greatest 
factor in his generation in the development of the 
American Medical Association and the profession 
that it represents. 





£) 
Vv 





| Editorial Notes—Personal and General 


DR. G. W. BAKER, Walters, has been appointed 
County Health Superintendent of Cotton County. 








DR. J. SAMUEL BINKLEY, of the Memorial 
Hospital Tumor Clinic, New York City, attended 
the wedding of his sister at the home of the par- 
ents, Dr. and Mrs. J. G. Binkley, Oklahoma City. 
He also spent some time during August in visiting 
with other relatives and friends before returning 
to New York. 


DR. J. M. HARRIS, Wilburton, has been ap- 
pointed County Health Superintendent of Latimer 
County. 


THE SOUTHERN TUBERCULOSIS CONFER- 
ENCE will be held in Richmond, Virginia, Septem- 
ber 29-October 1, inclusive. 


DR. ONIS G. HAZEL has returned to Oklaho- 
ma City where he will associated with DR. CARL 
BRUNDAGE, in the Osler Building. Dr. Hazel has 
been doing post-graduate work in dermatology at 
Columbia University, and was on the Staff of the 
Vanderbilt Clinic, New York, for the past two 
years. 
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Post-Graduate Course on Tuberculosis in 
Oklahoma City, October 13 

On October 13, 1937, in Oklahoma City, the Ok- 
lahoma Tuberculosis and Health Association will 
offer the physicians of this state a post-graduate 
course on tuberculosis The large attendance in 
Tulsa last year was an emphatic reminder that 
there is a demand for this service. 


Particular attention will be given to infections 
in childhood and youth where treatment may be 
largely carried out by the family physician. There 
will be clinics and x-ray demonstrations. On the 
program will appear the following well known 
physicians: Drs. F. P. Baker, W. O. Murphy, L. J. 
Moorman, R. M. Shepard, and J. A. Myers, Chief 
of the Chest Clinic, University of Minnesota and 
President of the National Tuberculosis Association. 


There will be no charge and all physicians are 
invited. 





— 
> 


Inter-State Postgraduate Medical Association 
Assembly in St. Louis October 18 to 23 

The International Assembly of the Inter-State 
Postgraduate Medical Association of North Ameri- 
ca, under the presidency of Dr. John F. Erdmann 
of New York, will be held in the beautiful new pub- 
lic auditorium of St. Louis, Missouri, October 18, 
19, 20, 21 and 22, with pre-assembly clinics on Sat- 
urday, October 16, and post-assembly clinics, Sat- 
urday, October 23, in the hospitals of St. Louis. 


The aim of the program committee, with Dr. 
George Crile as chairman, is to provide for the 
medical profession of North America an intensive 
postgraduate course covering the various branches 
of medical science. The program has been care- 
fully arranged to meet the demands of the gen- 
eral practitioner, as well as the specialist. Extreme 
care has been given in the selection of the contrib- 
utors and the subjects of their contributions. 


The St. Louis Medical Society will be host to the 
Assembly and has arranged an excellent list of 
committees who will function throughout the As- 
sembly. A tentative list of the distinguished teach- 


ers and clinicians who will take part on the pro- 
gram may be found on page xxvii of the advertis- 
ing section of this Journal. 

A most hearty invitation is extended to all mem- 
bers of the profession who are in good standing in 
their State or Provincial Societies to be present. 
A registration fee of $5.00 will admit each member 
to all the scientific and clinical sessions. 

For further information, write Dr. W. B. Peck, 
Managing-Director, Freeport, Illinois. 





Association of Military Surgeons Annual Convention 
in Los Angeles, October 14, 15 and 16 


The Association of Military Surgeons of the 
United States is holding its forty-fifth annual con- 
vention at the Hotel Ambassador, Los Angeles, 
California, October 14, 15 and 16, under the presi- 
dency of Rear Admiral P. S. Rossiter, Surgeon Gen- 
eral, United States Navy. This organization was 
founded by Colonel Nicholas Senn in 1891, and the 
object of the society was: “For the advancement 
of military and accidental surgery and all things 
pertaining to health and welfare of the civilian 
soldier.” The membership is made up of all classes 
of medical officers, those of the Army, Navy, Pub- 
lic Health Service, Organized Reserves, National 
Guard, Veterans Administration, and retired offi- 
cers who have served in a medical capacity in any 
of these services. The scientific meetings are de- 
voted to medical problems in the service which may, 
in any way, influence the health and efficiency 
of our defensive forces. They are international in 
scope, as foreign governments send accredited med- 
ical officers as their official representatives. 


A cordial invitation is extended to all members 
of the profession to attend these meetings where 
medical problems incident to the military personnel 
are taken up. 

Efforts are being made for special train accomo- 
dations from Chicago for those in the east who 
plan on being present. Further information may 
be obtained from the General Manager of the Con- 
vention, Mr. Robert L. Lewin, 505 North Michigan 
Avenue, Chicago, Illinois. 





Report of Licenses Granted to Practice Medicine 























Year of School of Year of Permanent or 
NAME Birth Place of Birth Graduation Graduation Present Address 
Griffin, Wm. Flournoy, Jr. 1879 —-, Alabama Tulane University 1908 Watonga, Okla. 
Brown, Walter Earl 1909 Beggs, Oklahoma Washington Univ. 1935 Oklahoma City, Okla. 
Drummond, N. Robert 1912 Columbia, Miss Oklahoma Univ. 1936 Oklahoma City, Okla. 
Lowrey, Robert Wayne 1911 Poteau, Oklahoma Oklahoma Univ. 1936 Oklahoma City, Okla. 
Gingles, Robert 1906 ~~, Kentucky | Oklahoma Univ. 1936 Oklahoma City, Okla. 
White, Eric McLain 1909 , Oklahoma | Oklahoma Univ. 1936 Oklahoma City, Okla 
Vogt, William Leroy 1912 Oxford, Ohio Oklahoma Univ. 1936 Oklahoma City, Okla. 
Harrel, Don Grant 1911 Fletcher, Oklahoma | Oklahoma Univ. 1936 Oklahoma City, Okla. 
Deupree, Harry L. 190% Olney, Illinois Oklahoma Univ. 1936 Oklahoma City, Okla. 
Perry Frederick Johnson 1912 Greenwood, Ark. Oklahoma Univ. 1936 Brooklyn, N. Y. 
Sebastian, Jefferso J. B. 190% Wewoka, Okla. Oklahoma Univ. 1936 Vancouver, B. C. 
Weaver, —. Shellhorn 1891 Pawnee City, Neb. Kansas University 1923 Supply, Oklahoma 
Searcy, Dan Beville 1909 Lewisville, Ark. Tulane University 1934 Durant, Oklahoma 
Oehlschlager, Frederick Keith 1911 Kansas City, Mo. Kansas University 1935 Yale, Oklahoma 
Metscher, Alfred John 1894 McPherson, Kans. Washington Univ 1927 Enid, Oklahoma 
Eason, Keifer Killen 1898 Trent, Texas Baylor University 1926 Tulsa, Oklahoma 
Masterson, Maude Merle (F) 1911 Walters, Oklahoma Oklahoma Univ. 1936 Oklahoma City, Okla 
Carson, John MeMillen - Shawnee, Oklahoma | Oklahoma Univ. 1936 Shawnee, Oklahoma 
Switzer, Fred D. 1908 Fort Towson, Okla. | Oklahoma Ufiiv. 1936 Broken Arrow, Okla 
Kinsinger, Ralph Raymond 1909 McPherson, Kans. Oklahoma Univ. 1936 Halstead, Kansas 
England, Myron gee 1906 Salida, Colorado Oklahoma Univ. 1936 Boston, Mass. 
Olsen, Harry Herma: 1892 Willis, Kansas Kansas University 1917 Miami, Oklahoma 
Weaver, William Niebuhr 1908 Englewood, N. J. Tulane University 1932 University, Va. 
Baze, Roy Ellis 1910 Blanchard, Okla. Oklahoma Univ. 1936 Chickasha, Okla. 
Dorsey, Elizabeth (F) 1912 Johnson City, Tenn. | Oklahoma Univ. | 1936 Oklahoma City, Okla. 
Gaddis, Herman William 1907 Los Angeles, Calif. | Oklahoma Univ. | 1936 Bartlesville, Okla. 
Norris, Francis L. 1911 Okeene, Oklahoma Oklahoma Univ. 1936 Supply, Ok ma 
McFarling, John M. 1903 | Ben Franklin, Texas | Oklahoma Univ. 1935 Shawnee, Oklahoma 
mer, John Louis 1910 Minneapolis, Minn. | Oklahoma Univ. 1935 New York, N. Y. 
Bradley, Frank Leo 1903 Eldorado, Okla. Oklahoma Univ. 1936 Clayton, Mo. 
Stewart, Oscar Wilhelm 1907 Olustee, Oklahoma Oklahoma Univ. 1934 Muskogee, Okla 
Jarrett, Thirl Edwin 1913 Wetumka, Ok Oklahoma Univ. 1936 Brooklyn, N. Y. 
Word, Harlan Lamar 1910 Booneville, Ark. -| Oklahoma Univ. 1936 St. Paul, Minn. 
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Books Received and Reviewed 


TREATMENT BY DIET by Clifford J. Barborka, 
BS., MS., M.D., DSc., F.A.C.P., Department of 
Medicine, Northwestern University Medical School, 
Chicago; Formerly Consulting Physician, The Mayo 
Clinic. Illustrated. Cloth, $5.00. The C. J. Lippin- 
cott Company, Philadelphia. 


This third edition is without doubt one of the 
best books om diet. It gives to the physician a con- 
cise, practical and systematic method of prescrib- 
ing diets and applying treatment by diet to health 
and disease and will aid him in teaching the in- 
dividual patient how to make a selection of the 
proper amount and type of food that has been pre- 
scribed for him. In this edition a discussion of the 
present status of the clinical aspects of the vita- 
mins has been added, the present conception of 
the use of protamine zinc insulin is given and the 
discussion of obesity has been broadened. 


The book is divided into four parts; the first, 
a brief but thorough discussion of the nutritive 
principles of diet in health, giving adequate re- 
quirements of the various foodstuffs for the nor- 
mal diet, and their relative distribution in com- 
mon foods. The second part, “The Application of 
Diet Therapy,” gives the two methods of applying 
diet; by the use of (1) qualitative diets—diets from 
which certain articles of food are omitted, or (2) 
quantitative diets—diets in which any article of food 
eaten must be thought of in terms of carbohydrate, 
fat, protein and calories, and in which the quanti- 
tative estimation of these values is of utmost im- 
portance. Included in this chapter are tables and 
charts giving percentage values of various foods 
and household measurements of various weights 
of foods. This offers an excellent method of teach- 
ing the patient to visualize definite portions and 
servings of various foodstuffs. Section three, “Diet 
in Disease,” gives a definition of the nature of each 
disease and the object of the diet. Sample diets 
are given, and the amounts to be used given in 
both gram weights and household measurements. 
Section four is a brief chapter giving routine hos- 
pital diets and special methods of feeding. 


This book should prove of great value in both 
hospital and private practice. 








PHYSICAL DIAGNOSIS, The Art and Technique 
of History Taking and Physical Examination of the 
Patient in Health and Disease, by Don C. Sutton, 
M.S., M.D., Associate Professor of Medicine, North- 
western University School of Medicine; Attending 
Physician and Chairman of the Medical Division of 
the Cook County Hospital; Chief of the Cardiac 
Clinic, Cook County Hospital, Chicago; Attending 
Physician, The Evanston Hospital. With 298 Text 
Illustrations, and 8 Color Plates. Price, $5.00. The 
C. V. Mosby Company, St. Louis, 1937. 


This book is well written and well constructed. 
It is well illustrated throughout and especially good 
are the radiographs of the sections of the body 
made in the Department of Anatomy of North- 
western University. The second chapter by Dean 
Irving S. Cutler upon the historical background of 
physical diagnosis is interesting. The fourth chap- 
ter gives a good outline for the taking and record- 
ing of a history and in addition there is a short 
discussion on the types of fever and their signifi- 
cance. A very complete discussion on the physical 
diagnosis of diseases of the lungs and heart by the 
methods of inspection, palpation, percussion and 
auscultation is given. Within the chapter on dis- 


eases of the heart there is a short discussion with 
illustrations of the electrocardiogram. The last two 
chapters are on the physical examination of the 
abdomen and nervous system. 


This will be of great value as a textbook on 
physical diagnosis for the medical student as well 
as the practicing physician. 


MEDICAL UROLOGY, by Irvin S. Koll, BS., 
M.D., F.A.CS., Attending Urologist, Michael Reese 
Hospital, Chicago. With 92 Illustratoins and 6 
Color Plates. The C. V. Mosby Company, St. Louis, 
1937. 


I consider this book particularly useful for the 
general practitioner because of its instruction in 
diagnosis and application of treatment. 


HANDBOOK OF ORTHOPAEDIC SURGERY, by 
Alfred Rives Shands, Jr., B.A., M.D., Associate Pro- 
fessor of Surgery in Charge of Orthopaedic Sur- 
gery, Duke University School of Medicine, and 
Chief of the Orthopaedic Service, Duke Hospital, 
Durham, North Carolina; Member of the American 
Orthopaedic Association, The American Academy 
of Orthopaedic Surgeons, and The International 
Society of Orthopaedic Surgery. In Collaboration 
with Richard Beverly Raney, B.A., M.D., Instructor 
in Orthopaedic Surgery, Duke University School of 
Medicine. Illustrated. The C. V. Mosby Company, 
St. Louis. 1937. 


This work covers most of the author’s subjects, 
especially relative to diagnosis, in a very thorough 
manner and with the 170 illustrations makes very 
plain the idea of the text. It does not go into sur- 
gical technic as thoroughly as some other works on 
this subject but would be a most excellent text for 
students rather than the man who is specializing 
in this line of work. It is divided into twenty-four 
chapters, well arranged and carefully indexed so 
that it may be used handily as a reference book. 
It contains valuable criticism by many of the lead- 
ing orthopaedists of the United States and one 
may feel that in this text he is getting the opinion 
of the very best authorities. It will be a valuable 
book to any interested in this subject. 


OBSTETRIC AND GYNECOLOGIC NURSING 
by Frederick H. Falls, M.S., M.D., F.A.CS., Profes- 
sor of Obstetrics and Gynecology, University of 
Illinois, College of Medicine; Attending Gynecolo- 
gist of the Illinois Research and Educational Hos- 
pital; Attending Gynecologist and Obstetrician at 
Grant Hospital; Consulting Gynecologist at St. 
Luke’s Hospital; Consulting Obstetrician at West 
Suburban, Swedish Covenant, Augustana, Norwe- 
gian, Lutheran Deaconess, and St. Vincent’s Hos- 
pitals. 


And Jane R. McLaughlin, B.A., R.N., Supervisor 
of the Department of Obstetrics and Gynecology, 
Research and Educational Hospital, University of 
Illinois, College of Medicine; Instructor in the De- 
partment of Obstetrics, University of Illinois, Col- 
lege of Medicine; Formerly Instructor in Obstetrics 
and Gynecology, Cook County Hospital School of 
Nursing; Supervisor of Obstetrics and Gynecology, 
University of Iowa; Supervisor of Obstetrics and 
Instructor in the School of Nursing, University of 
Maryland. 


Illustrations by Charlotte S. Holt. Cloth. The 
C. V. Mosby Company, St. Louis, 1937. 

This is a very complete work on the subject and 
covers in detail much of the material found in 
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books on surgical nursing, however, this brings the 
application of surgical nursing to the specialties of 
obstetrics and gynecology and can be recommended 
to any nurse who intends to do the best sort of 
work along this particular line. It is worth the time 
of any physician who specializes in obstetrics and 
gynecology to go through this book as there are 
many subjects that will be of advantage in the 
care of these patients. 


SYNOPSIS OF DIGESTIVE DISEASES, by John 
L. Kantor, Ph.D., M.D. The C. V. Mosby Company, 
St. Louis, 1937. Cloth, $3.50. 


In this volume of 302 pages the author has given 
a very complete brief discussion of the diseases of 
the intestinal tract. He has taken much informa- 
tion from the current literature and combined it 
with his practical experience as a physician and 
teacher. The book is divided into four parts as 
follows: General consideration, under which he 
discusses diagnostic methods, therapeutic methods, 
organic and functional inferiority and gastro-intes- 
tinal allergy and food sensitiveness; two, diseases 
of the intestinal tract, under which he discusses 
the diseases of each anatomical part of the gastro- 
intestinal tract separately; three, diseases due to 
industrial parasites, and four, digestive symptoms 
in extra-digestive diseases. He gives the various 
means of manipulation and laboratory tests used 
in diagnosis. Under each disease he gives a defi- 
nition, pathology, symptoms, diagnosis and treat- 
ment. There are forty very helpful illustrations 
practically all of which are original. 


This book should be very helpful both to students 
and physicians for quick reference. 


LOCAL ANESTHESIA, THE TECHNIC OF, by 
Arthur E. Hertzler, A.M., M.D., Ph.D., LL.D., F.A.CS. 
Professor of Surgery in the University of Kansas; 
Surgeon to the Halstead Hospital, Halstead, Kan- 
sas; to St. Luke’s Hospital and St. Mary’s Hospital, 
Kansas City, Missouri; and to the Providence Hos- 
pital, Kansas City, Missouri. Sixth Edition. Ilus- 
trated. The C. V. Mosby Company, St. Louis, 1937, 
Cloth, $5.00. 


This latest edition by Dr. Hertzler still maintains 
all the good points of the previous editions. It is 
so arranged that it is very handy for the practi- 
tioner to reveal the technic without scanning the 
whole work. The chapters on intravenous and 
spinal anesthesia cover this phase of anesthesia 
admirably. The wide use of anesthesia at this time 
has done away with the demand for local anes- 
thesia during operations below the costal margin. 
However, there are many patients where is it not 
advisable to use spinal anesthesia and it is neces- 
sary for the surgeon to be prepared to make any 
pre-operative procedures under local anesthesia. 


This is an excellent text and the subject is thor- 
oughly and systematically discussed. 


SENILE CATARACT, Methods of Operating, by 
W. A. Fisher, M.D., F.A.CS., Chicago. Professor of 
Ophthalmology, Chicago Eye, Ear, Nose and Throat 
College; Formerly Professor of Clinical Ophthal- 
mology, University of Illinois; Formerly Surgeon, 
Illinois Charitable Eye and Ear Infirmary; Former- 
ly President, Chicago Ophthalmological Society; 
Member, Illinois State Medical Society; Chicago 
Medica! Society; Fellow, American Medical Asso- 
ciation; Fellow, American College Surgeons; Fel- 
low of the Academy of Ophthalmology and Oto- 


Laryngology. With Chapters by Prof. E. Fuchs, Vi- 
enna, Austria; Prof. I. Barraquer, Barcelona, Spain; 
Dr. H. T. Holland, Shikarpur, Sind, India; Dr. John 
Wesley Wright, Columbus, Ohio; Dr. A. Van Lint, 
Brussels, Belgium. 150 Pages and 181 Illustrations. 
THhe H. G. Adair Prtg. Co., Chicago, 1937. 


This is an excellent small book of 150 pages. 


The author presents in detail his own method 
of intracapsular extraction as well as the methods 
of Arnold Knapp, Elschnig and Homer Smith in 
brief. 

The chapter giving a method of acquiring tech- 
nic by operating on kittens’ eyes is especially well 
written and the chapter by Oscar B. Nugent on the 
fitting of correcting lenses after cataract extrac- 
tion is instructive. 


The book is well illustrated. 


OPHTHALMOSCOPY, RETINOSCOPY AND 
REFRACTION With New Chapter on Orthoptics, 
by W. A. Fisher, M.D., F.A.C.S., Chicago, Ill. Pro- 
fessor of Ophthalmology, Chicago Eye, Ear, Nose 
and Throat College; Formerly Professor of Clini- 
cal Ophthalmology, University of Illinois; Former- 
ly Surgeon, Illinois Charitable Eye and Ear In- 
firmary; Formerly President, Chicago Ophthalmo- 
logical Society; Member, Illinois State Medical So- 
ciety; Chicago Medical Society; Chicago Ophthal- 
mological Society; American Medical Association; 
Fellow, American College of Surgeons; Fellow of 
the Academy of Ophthalmology and Oto-Laryngol- 
ogy. Fourth Revised Edition. With 240 Illustrations, 
including 24 Colored Plates. Cloth, $2.00 Postpaid. 
The H. G. Adair Prtg. Co., Chicago, 1937. 


This small book of 202 pages deals expertly with 
the problems of ophthalmoloscopy, retinoscopy and 
orthoptics. But the reviewer feels that the one short 
paragraph of five lines, devoted to the cross-cylin- 
der, is inadequate for the discussion of so important 
an instrument. The book is well illustrated. 


OPERATIVE SURGERY. By J. Shelton Horsley, 
M.D., and Isaac A. Bigger, M.D., With Contributions 
by C. C. Coleman, M.D., John S. Horsley, Jr., M.D., 
Austin L. Dodson, M.D., and Donald M. Faulkner, 
M.D., in Two Volumes. Fourth Edition. Illustrated 
by Miss Helel Lorraine, St. Louis. The C. V. Mosby 
Company, 1937. Cloth, $15.00. 


The two-book edition of this well known work 
is almost completely rewritten, with more than 
five hundred new illustrations, and many new 
operative procedures, which have stood the test of 
time. Whereas his other editions dealt with the 
author’s personal experience in specialized fields of 
surgery, together with general surgery, in the 
Fourth Edition Dr. Horsley has had Dr. Isaac Big- 
ger, Professor of Surgery at the Medical College 
of Virginia as co-author of the book, writing the 
chapters on surgery of the neck, thorax, breast, 
hernia, nervous system, and extremities, while Dr. 
C. C. Coleman, Professor of Neurological Surgery 
and Dr. A. I. Dodson, Professor of Urological Sur- 
gery, both of the Medical College of Virginia, han- 
dled their respective branches. Dr. John 8. Horsley, 
Jr., writes on plastic surgery; Dr. Guy W. Horsley 
on proctology, and Dr. Donald M. Faulkner covers 
orthopedic surgery. 


The very high standard of surgical thought and 
procedure of previous editions is maintained, and 
the busy surgeon will welcome and often refer to 
this Operative Surgery. 
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The Prognosis in Papilloedema. Gordon Holmes, 
F.R.S. The British Journal of Ophthalmology, 
July, 1937. 


Holmes says the reason for this subject is that 
he frequently finds that the presence of papilloe- 
dema is regarded as an immediate danger to vision. 
The communication has only to do with papilloe- 
dema associated with increased intracranial press- 
ure and does not take up the question of its diag- 
nosis. 

Papilloedema is universally now recognized as an 
oedema of the nerve head in which, for a time at 
least, there is little structural damage or functional 
disturbance of the nervous elements. However, 
when the oedema subsides into atrophy, these may 
be strangled and destroyed by overgrowth of in- 
terstitial tissue. 


Since increase in intracranial pressure is the 
active agent in producing papilloedema, then the 
relief or reduction of the increased pressure will 
save the affected part, if done before secondary 
changes have developed in the disc. This is the 
cause, many times, for the demand for an early 
operation. 

But suppose the pathology is an extensive in- 
filtrating tumour of the glioma type, its complete 
removal would probably reduce the length and 
utility of life. Delay may be advisable because of 
lack of localizing symptoms, risk of life, physical 
disablement and other reasons. 


The author challenges the statement in a recent 
neurology text book, “every long standing case of 
papilloedema inevitably leads to blindness.” He 
Says the questions that one must answer are: What 
will happen if pressure is not relieved at once? and 
How long can we delay without endangering the 
patient's vision? To answer these each case must 
be considered on its own merits. 


In the presence of considerable congestion and 
swelling of the optic discs there may be no deterio- 
ration of sight for months and rarely in years. On 
the other hand a few weeks may play havoc with 
the vital visual organ. 

Gowers wrote many years ago, “now and then a 
neuritis rapidly subsides although the disease 
progresses.” The author states he has personally 
followed such cases as when the disease subsided, 
no operation was done and the vision was unim- 
paired. 

Some of the indications mentioned by the author 
for the relief of intracranial pressure to preserve 
the sight are: 

1. A rapidly developing congestion and swelling 

of the optic discs. 

2. Swelling of five or more dioptres. 

3. Intense congestion, as shown by great en- 


gorgement of the retinal veins and early ex- 
tensive hemorrhages on the surface of the 
swollen discs. 

4. The early appearance of exudates in the form 
of large soft greyish patches on the swollen 
discs or macular fan. 

5. A narrowing or decrease in calibre of the 
arteries in the swollen disc and its neighbor- 
hood. White lines along the vessels appear 
later. 

6. Peripheral contraction of the visual fields. 

7. Transient loss of sight. 

There is a discussion as to sequalae after the 

cause has been removed. 


COMMENT: This is quite an interesting origi- 
nal article that recapitulates the observations of a 
highly competent man. 


‘Differential Diagnosis of Suppurative Meningitis 


Caused by Paranasal Sinus Disease With Some 
Suggested Prophylactic Measures. Charles J. Im- 
peratori, New York. The Laryngoscope, May, 1937. 


The three pathways of infection to the meninges 
and their frequency of occurrence are: Venous 
blood stream, forty-eight per cent; direct extension 
through bone, forty-three per cent; olfactory peri- 
neural sheaths, nine per cent. However, twenty- 
two cases cited, eight occurred by extension by 
way of the osseous veins of the frontal, ethmoid or 
sphenoid sinuses. Great care is advised in the diag- 
nosis of the cause of bacterial meningitis. The face 
(erysipelas, cellulitis of the face, pustules within 
the nose, and orbital abscess), pharynx and mid- 
dle ear are possible primary foci. Indicative of 
meningeal infection following a nasal operation is 
persistent boring headache; high temperature, pulse 
and respiration (pulse and respiration sometimes 
slow and irregular); vomiting; photophobia; irri- 
tability and restlessness; neurological signs; cervi- 
cal stiffness, Kernig and Brudzinski. 


Aids to the differential diagnosis mentioned are 
spinal fluid examination, physical-chemical-bac- 
teriological; blood counts and blood cultures; x-ray 
examination (in his experience, not of much 
value). 

In his differential diagnosis he considers otitis 
media, mastoiditis, labyrinthitis, petrositis, injuries 
of the head, acute poliomyelitis, syphilis. and ma- 
lignant disease. 

Three groups are listed under suggested prophy- 
laxis against suppurative meningitis: 


1. Unavoidable causes—Congenital defects of 
bony case of brain, nasal glioma, fulminat- 
ing sinusitis during influenzal epidemic, ac- 
cidental injuries and complications following 
pneumonia, bronchiectasis, etc., via emboli. 


2. Partially avoidable causes—Surgical trauma 
from loss of orientation during sinus opera- 
tion, bungling operative methods on septum 
or middle turbinate (especially cauterization 
of the middle turbinate), failure to provide 
sinus drainage (incomplete operation), pro- 
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longed nasal packings and unsuccessful at- 
tempts to remove a foreign body from nose. 

3. Avoidable causes—Sluder and Ballenger in- 
tranasal ablation en masse of the ethmoid 
sinuses, intranasal frontal sinus operations 
(external route preferable), so-called “through 
operating” in presence of acute fulminating 
frontal or ethmoidal involvement. 


The use of sprays in prevention of poliomyelitis 
is mentioned incidentally. U. S. Public Health 
recommends one-half per cent alum and one-half 
per cent picric acid solution. One per cent zinc 
chloride solution is advocated by others. 

There is a short bibliography. 


X-ray Therapy in Malignant Disease of the Throat. 
J. Struthers Fulton, Glasgow. The Journal of 
Laryngology and Otology, July, 1937. 


The three possible methods of treatment of ma- 
lignant disease of the throat to be considered are 
complete surgical removal, implantation of radium 
and external radiation. 

Surgically there is to be considered the risk as 
well as the probable partial permanent physical 
disability. The implantation of radium in throat 
cases is usually technically difficult. If the im- 
plantation is correctly done on the primary lesion, 
this does not take care of the usual accompanying 
or following gland problem. The external radia- 
tion takes care of both the initial lesion as well 
as the glands and does not interfere permanently 
with the function of the part treated. 


The relative merits of the use of x-ray and ra- 
dium are discussed. “Holtheusen has shown that 
if x-rays and radium be used at the same intensity 
an exactly similar biologocal response is produced.” 
The best results with either is when the treatment 
is protracted and carried out at a low intensity. 


Lower intensities of x-ray do much less skin 
damage—this fact makes it possible to give the 
throat lesion an adequate dose, which was not pos- 
sible with the older methods. 

Continuous application of radiation at low inten- 
sity would be ideal treatment. This is manifestly 
difficult but as much as six hours per day have 
been given nicely per patient. 

There is the possibility of damage which could 
be done to the blood if sufficient dosage is given 
with the radium collar. There is a discussion on 
the disadvantages of this method. 

The lead-lined cone in the use of the x-ray 
eliminates the possibility of damage to the blood. 
With x-ray when two diametrically opposite fields 
of adequate area to take care of the primary and 
lymph drainage area are used, an ideal through 
and through homogenity is obtained. 


The author is of the opinion that the physical 
distribution of the therapy is of more importance 
than the continuous radiation. 


Except Saturdays and Sundays, the patient re- 
ceives daily treatment for a period of six weeks. 
Both areas are treated each time, two hours in the 
morning and two hours in the afternoon. The skin 
reaction begins about the third week and reaches 
its maximum about the fifth week. Lanoline is 
used as a dressing. Difficulty in swallowing is ex- 
perienced after the fifth week for about two weeks. 
Unless the patient is debilitated he is treated as 
an outdoor case. 

The two sequalae mentioned are: Dryness of the 
mouth (due to radiation of the salivary glands), 
which may persist up to one year; submental 
oedema, which subsides after months. 


Cholesteatoma of the Frontal Sinus. George M. 
Coates, M.D., Philadelphia. Archives of Otolaryn- 
gology, July, 1937. 


Ewing says a cholesteatoma is a tumor composed 
of lamellated waxy or scaly material enclosed in a 
wali of stratified squamous cells. He also said that 
cholesteatoma as well as a true dermoid may ap- 
pear in or near the sella turcica. 


Etiological theories of Ewing, Bostroem, McFar- 
land, etc., are mentioned briefly. Bostroem thinks 
that all cholesteatoma arise from embryonal epi- 
dermal inclusion. Hartley reported a frontal sinus 
cholesteatoma of traumatic origin. Virchow thought 
a metaplasia of connective tissue brought about 
the condition. The author says that otologically “it 
has long been thought that the cholesteatoma is 
caused by ingrowth of epidermis from the external 
auditory canal through a marginal perforation of 
the drum to line the infected spaces of the tym- 
panum and mastoid, replacing diseased mucous 
membrane. Desquamation takes place—cholesterol 
is deposited—bone absorption or necrosis—the mass 
=— by bacteria—a foul odor of decomposition, 
etc.” 


The author reports this case because of its rarity 
and its probable origin. The pathologists of this 
case confirmed the lesion as a true cholesteatoma 
and suggested as to origin, a possible embryonal 
inclusion, traumatic inclusion or metaplasia. Anala- 
gous to the metaplasia of tumors in other parts of 
the body, this could probably have occurred from 
the irritation of a chronic infection. If this were’ 
true, however, then it seems that this phenomena 
——, have been more frequently observed and re- 
ported. 


Since the history was negative and there was no 
evidence of a scar, traumatic origin here was ruled 
out. There was a history of a sledding accident 
thirty-five years previous. 


The fetal inclusion theory accounts for choles- 
teatoma within the cranial cavity and the author 
leans toward this theory to explain the formation 
of the lesion in his case report. 


The differentiation of rhinitis caseosa and cho- 
lesteatoma has caused some confusion. Some ques- 
tion if there are two such diseases. The differential 
points are discussed. 


The case reported is that of a man, age fifty-one 
years. He started with a head cold. A retrobulbar 
abscess was drained of about thirty cc. of yellow 
green pus which cultured staphylococcus albus— 
haemolyticus. X-ray showed loss of the floor of 
the frontal sinus. At operation a whitish-gray mass 
was removed. Photographs are shown of the pa- 
tient, post-operative, two, five and twenty-one 
days. His recovery following operation was un- 
eventful. 

Notes of a similar case of Dr. Fletcher Wood- 
ward’s are given. 
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The Urinary Iodine in Thyroid Disease. By George 
M. Curtis and Italo D. Puppel, Columbus, Ohio. 
The Western Journal of Surgery, Obstetrics and 
Gynecology, August, 1937, Page 417. 

“The development of modern biochemical micro- 
methods has permitted analyses of the minute 
amounts of iodine constantly present in the blood 
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and urine. During the past thirteen years extensive 
studies have consequently been made concerning 
the urinary excretion of iodine. 


“Iodine is a normal constituent of human urine. 
The amount excreted during a twenty-four hour 
period (daily) on a nonconstant food regimen va- 
ries greatly, and would appear to be largely de- 
pendent upon the inconstant intake of food iodine. 
When the food regimen is maintained constant the 
urinary excretion is more uniform. The age of the 
individual may prove to be a factor. In normal in- 
dividuals the urinary iodine is derived to a lesser 
extent from the body metabolism. 


“In central Ohio the average daily urinary ex- 
cretion of iodine ranges from thirty-six to seventy- 
eight micrograms and averages fifty-one micro- 
grams. The urinary excretion of iodine is decreased 
in those regions where goiter is endemic and in- 
creased in those which are relatively goiter-free. 
The normal urinary excretion of iodine of the in- 
habitants of five non-goitrous regions averaged 
four times that of the inhabitants of five goitrous 
regions. These observations have a definite bear- 
ing upon iodine deficiency as related to the inci- 
dence of goiter. 

“The form in which iodine is excreted in the 

urine has not been definitely determined. It does 
not appear to be in the form of thyrosine, but 
rather in a more simple compound. Solutions of 
this problem are important and should be further 
investigated. 
, “The majority of patients with hyperthyroidism 
have an increased loss of iodine in the urine. It is 
suspected, although not certain, that a part of this 
originates in an increased breakdown of the high 
iodine-containing thyroid hormone. Other tissue 
iodine may play a part. 

Subsequent to thyroidectomy for various forms 
of goiter there follows an increased loss of iodine 
in the urine in uniodized patients. A similar loss 
ensues following total thyroidectomy. Both are ac- 
companied by an increase in the blood iodine. 
Moreover, a similar loss follows other major sur- 
gical operations such as thoracoplasty, radical mas- 
tectomy and spinal fusion. It appears that a part 
of this post-operative loss of iodine in the urine 
is from tissues. 

“The urinary iodine is of similar significance in 
thyroid disease as the urinary sugar in diseases of 
the pancreatic islets or the urinary calcium in dis- 
eases of the parathyroids.” LeRoy D. Long. 


Morbidity Following Goiter Operations. By Arthur 
S. McQuillan, M.D., and Lester Breidenback, M.D., 
New York. Annals of Surgery, August, 1937, Page 
169. 

Eight hundred and three patients were examined 
from six months to fourteen years after operation. 


“This evidence (data collected in connection with 
the personal examination of patients) was con- 
sidered from a symptomatic, anatomic and eco- 
nomic point of view as occupational and social 
restitution, and a check on history and signs of 
stability, pulse, blood pressure, basal metabolic 
rate, weight, exophthalmic measurements and lar- 
yngoscopic examination. With an otherwise normal 
check up, a plus or minus fifteen basal metabolic 
was allowed.” Anatomic cord impairment, regard- 
less of phonation, a poor scar and recurrence of 
hypertrophy placed the patient in the unsatisfac- 
tory class. 


Incidentally, the authors say, “toxic goiter left 
alone and untreated will kill.” 

Post-operative morbidity is considered under the 
following headings: 


1. Post-operative Thyrotoxicosis. This complica- 
tion appears suddenly as an Overwhelming toxemia 
that resembles cocaine poisoning. The theory is ad- 
vanced that it might be due, partially, to the re- 
moval of too much of the gland, and it is suggested 
that the administration of thyroid substance might 
be of service in its treatment, this suggestion be- 
ing based on the probability of a sugar starvation 
of the cells of the central nervous system, “and 
the fact that thyroid substance has been found to 
raise blood sugar.” Thyrotoxicosis was encountered 
twenty-seven times in the primary hyperthyroid 
group and three times in the toxic nodular group. 

2. Recurrences. The authors believe that an 
adequate operation in which not over one-fourth 
of the gland on each side is permitted to remain 
is an important procedure looking to the pre- 
vention of recurrence. It is indicated that most re- 
currences are manifest from six months to two 
years from the time of the operation, and this 
is spoken of as the “period of delicate balance.” 
The conclusion is that the mode of life of the pa- 
tient during this period should be one of compara- 
tive quiet. In this connection there is a reference 
to “a small group of patients among those given 
an excellent rating in Graves type, who at inter- 
vals exhibited temporary recurrences of symptoms, 
such as palpitation, fatigue, tremor, nervousness 
and digestive disturbances,” the disturbances being 
usually transient, and disappearing on elimination 
of the cause, such as “emotional and physical 
strain.” 


3. Persistence of Signs and Symptoms. There 
were twenty-eight such patients in the series of 
eight hundred three, seven being accounted for by 
incomplete operations, one because of diabetes, and 
five because of inadequate removal of thyroid tis- 
sue. 

4. Persistent Exophthalmos. There were forty- 
two patients in this group. Three of the cases of 
exophthalmos “intensified following operation.” It 
is suggested that “diminished cell oxidation to a 
point of cell asphyxia is a possibility in this per- 
sistent and intensified post-operative exophthal- 
mos.” 

5. Cardiac Involvement. There were forty-three 
instances in the group of eight hundred three pa- 
tients. Referring to the general belief that cardiac 
involvement is most often found in connection with 
nodular goiter, the authors say that in their ex- 
perience the reverse is true, the percentage being 
higher in the Graves type. Cardiac fibrillation is 
the most frequent manifestation. 

6. Parathyroid Tetany. In the group reported 
there were two cases, one of them after a sub-total 
thyroidectomy for Graves’ disease, the other after 
a radical removal of the gland for carcimona. The 
tetany was temporary in both cases. 

7. Myxedema and Hypothyroidism. There was 
but one patient who had true post-operative myx- 
edema. An interesting circumstance was that the 
patient had been poisoned by illuminating gas a 
few weeks before operation and had pneumonia 
following the operation. Eight other patients re- 
quired temporary thyroid feeding. In the case of 
these patients there were fatiguc, exhaustion, pal- 
lor, stiff and painful muscles, choky neck, a mod- 
erate fall in metabolism. It is indicated that a mild 
degree of post-operative hypothyroidism is not un- 
desirable, but it is not always possible to deter- 
mine accurately just how much of the gland tissue 
to remove in order to secure it “inasmuch as the 
quality of thyroid tissue (or its energy capacity) 
differs in different individuals.” 

8. Pneumonia and Tracheitis. In the group of 
eight hundred three patients there was post-opera- 
tive pneuminoa in nine and there were five deaths. 
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The statement is made, “A tracheitis and a laryn- 
gitis of varying intensity occur commonly for the 
first day or two and may be mistaken for the 
hoarseness which is the result of nerve injury. It 
is undoubtedly due to the results of tracheal con- 
gestion incident to operative manipulation caus- 
ing pressure. This may progress to a bronchitis 
and then to a bronchopneumonia.” 


9. Embolism. There were six cases with five 
deaths. Two were cerebral, three pulmonary, and 
one of the right brachial artery. Four of them 
were in the Graves type and two in the nodular 
type. “The case of the right brachial embolism 
happened on the seventh post-operative day. There 
was a complete return of circulation in this artery 
at the end of two months.” 


10. Tracheal Collapse. “There were five cases 
of deformities and partial trachial collapse, but 
no case of true collapse due to erosion of cartilages 
as is reported.” There is a reference to the case 
of a thirteen year old child where, after the re- 
moval of a multiple nodular goiter, there was par- 
tial collapse of the trachea. “The airway was suf- 
ficient until the second day, when post-operative 
congestion of the mucous membrane and collection 
of mucus caused serious tracheal obstruction. Pos- 
terior extension of the head by allowing the pa- 
tient’s head to drop back over the back of a Gatch 
bed resulted in extension of the trachea and there- 
by a widening of its lumen.” It is suggested that 
during operation the trachea may become jammed, 
and that it might be possible to relieve the situa- 
tion by incising a degenerative cystic goiter. 


11. Recurrent Laryngeal Nerve Injury. “Reports 
of injury to this nerve are meager and unsatisfac- 
tory.” It is the apparent impression of the authors 
that nerve injuries may be overlooked because, if 
unilateral, the defect may be hidden by the com- 
pensatory function of the opposite cord. Attention 
is directed to some rare situations in which there 
is impairment of the vocal cords developing from 
a few weeks to several months after the operation, 
due to cicatricial inclusion. It is indicated, too, 
that there may be temporary functional disturb- 
ances a few days after the operation due to hemor- 
rhage or oedema, the symptoms usually disappear- 
ing within two weeks. 


12. Hemorrhage. Caieful technic is the most im- 
portant means of preventing it. Hemorrhage may 
result from the slipping of a hemostat or lizature. 
It is safer to ligate soon after the application of 
hemostats because of the danger of damage to the 
vessels by pulling. It is safer, too, to use trans- 
fixion in connection with the ligations. “Occasion- 
ally one encounters thyroid tissue, its vessels hav- 
ing the consistency of wet cardboard. Hemostats 
do not hold but actually sever the vessels. Suturing 
muscles to such thyroid tissue often solves the 
difficulty.” 


13. Drainage, Infection, Suture Material, Scars. 
Looking to the prevention of mediastinal infection, 
septacemia, and paresis of a recurrent laryngeal 
due to pressure from hemorrhage, drainage is ad- 
vocated for from twelve to forty-eight hours. There 
were twelve instances of infection, local in charac- 
ter and easily controlled. In the opinion of the 
authors the ease of control was due very largely 
to the employment of drainage. It was observed 
that the most serious cases of infection were in 
those patients where silk had been employed as 
suture and ligature material. The authors advise 
that catgut be employed. There were eight unsat- 
isfactory scars due, in the opinion of the authors, 
to an operative incision lower than one and one- 
half inches above the superior border of the manu- 


brium with the head in extension; to the lack of © 


protection of the skin edges from trauma of tissue; 
to failure to suture the platysma. 


COMMENTS 


It is interesting to note that Naffziger has 
demonstrated that persistent exophthalmos is due 
to hypertrophy of intra-ocular muscles, for the re- 
lief of which he has devised an intra-cranial opera- 
tion. LeRoy D. Long. 


Iodine Metabolism, Normal and Abnormal, Its Re- 
lation to the Reticulo-Endothelial System. By 
Joseph L. DeCourcy, M.D., Cincinnati, Ohio. The 
Western Journal of Surgery, Obstetrics and 
Gynecology, August, 1937, Page 432. 

“Evidence has been presented to show that blood 
iodine is not always increased in cases of hyper- 
thyroidism, and this would indicate that it is not 
the thyroid alone that controls iodine metabolism 
and regulates the level of blood iodine. 


“The liver plays an important role in iodine me- 
tabolism, and in conditions where the liver is dam- 
aged—as in cholecystitis and liver disease—blood 
iodine is increased and reaches a higher level than 
in hyperthyroidism. 

“Recent animal experiments are discussed which 
confirm these findings and indicate that it is the 
reticulo-endothelial system, especially the reticulo- 
endothelial cells of the liver—the Kupffer cells— 
that primarily control iodine metabolism. The thy- 
roid gland acts as a stimulator of the RES rather 
than directly on iodine metabolism. 


“These findings indicate that the determination 
of the iodine content of the blood is valuable as 
a test of liver function rather than of thyroid 
function, and may be so used clinically in surgical 
cases where liver damage is to be feared.” 

LeRoy D. Long. 


Parametrial Fixation Operation for Uterine Pro- 
lapse—Technic and Review of Two Hundred Fif- 
ty-four Cases. By Udall J. Salmon, M.D., C.M., 
New York, N. Y. American Journal of Obstetrics 
and Gynecology, July, 1937, Page 58, No. 1, Vol- 
ume 34. 

This is a report on the use of a modification of 
the Fathergill-Manchester operation in the Gyne- 
cological Service of the Mount Sinai Hospital since 
introduced by Frank in 1932. 


The technic is well demonstrated but will not be 
out-lined here because Frank’s original article was 
abstracted for this section and the technic of the 
Fathergill-Manchester operation has been pub- 
lished in many journals since Shaw's visit to this 
country. 


Enumeration of advantages of the operation 
would also be repetition. 


Of their entire series of two hundred fifty-four 
cases there was one recurrence. “In fifteen cases 
there was considerable sagging of the anterior va- 
ginal wall, but even in these the cervical stump 
and fornices remained high up on straining. In 
two of this group there was a recurrence of the 
cystocele which required a secondary anterior col- 
porrhaphy; one case required a secondary repair 
for recurrence of the rectocele.” 


Eight patients complained of dyspareunia. “In all 
but two of these the dyspareunia grew progressive- 
ly less bothersome after the first year.” 


As regards the subjective (functional) results, 
these were considered very good except in the 
small group of eight cases that had dyspareunia, 
the one case of recurrent prolapse, and the two 
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cases with recurrent cystocele, and the one with 
recurrent rectocele.” 

In this series there were two pregnancies with 
uneventful deliveries and no sign of recurrence of 
the prolapse. 

COMMENT 

The results reported are those of operations done 
in the last five years. Naturally many patients 
have been followed an insufficient time to warrant 
their inclusion in final statistics as to the results 
of this operation. However, this is an exceedingly 
good report and it is not probable that the later pa- 
tients will have results different from those upon 
whom operation was done four and five years ago. 


This report is surely a substantiation of the 
most commonly accepted principles involved in the 
repair of uterine prolapse, which form the founda- 
tion of the Fathergill-Manchester operation. 

Wendell Long. 


Sensory Pathways of the Ovarian Plexus—An Ex- 
perimental Study. By John S. Labate, M.D., and 
Samuel R. M. Reynolds, Ph.D., Brooklyn, N. Y. 
American Journal of Obstetrics and Gynecology, 
July 1937, Page 1, No. 1, Vol. 34. 


It was the p of this study to determine 
the segmental distribution of the sensory pathways 
from the ovarian plexus to the central nervous 
system. Cats were used as experimental animals. 
The authors “utilized the increase in blood pressure 
and respiratory movements resulting from strong 
faradic stimulation of various components of the 
ovarian plexus and the absence of such effects 
when essential pathways have been severed.” A 
total of fifty observations were made. 

Stimulation on the ovarian vessel, its branches 
and the fallopian tube produced typical sensory 
response. Stimulation elsewhere within the broad 
ligament and the ligament anchoring the ovary 
to the uterus caused no response. “When the 
ovarian vessels are severed, stimulation of the dis- 
tal cut end produces no reflex response, but stimu- 
lation of the central end immediately causes a 
rise in the blood pressure and an increase in the 
rate and depth of respiration.” 

The central sensory pathways of the ovarian 
plexus were investigated in the following manner: 
“These were determined by stimulation peripher- 
ally about the ovarian vessels after systematically 
destroying the sympathetic trunk at various levels.” 
“These observations show that not until the fourth 
lumbar sympathetic ganglian is removed are the 
sensory responses from the ovarian plexus affected 
or abolished.” This demonstrates the fact that the 
sensory components of the ovarian plexus enter 
the main sympathetic trunk above the level of the 
fifth lumbar ganglion. 

“When the third lumbar ganglion on this side 
was removed, however, the remainder of the trunk, 
above and below including L4, being intact, the 
vascular and respiratory reflex effects were ab- 
sent.” 

“This group of experiments proves that the sen- 
sory fibers from the ovarian plexus travel along 
the ovarian vessels and enter the fourth lumbar 
sympathetic ganglion. These fibers then run up- 
ward through the main sympathetic trunk beyond 
the third lumbar ganglion without passing to the 
spinal cord through the same communicants at 
these levels.” 


The sensory fibers from the uterus probably 
travel by way of the superior hypogastric plexus. 
A group of experiments are reported to prove that 
sensory fibers from the ovarian plexus do not go 


by way of the superior hypogastric plexus, the re- 
section of which is advocated for pelvic pain. 
“Stimulation of the peripheral cut end of the 
ovarian plexus does not produce any reflex re- 
sponses on blood pressure and respiratory move- 
ments, even though the tissues are intact from the 
cut ovarian artery downward.” The lower portion 
of the aorta, the inferior mesenteric artery, the 
common iliac ateries and the interiliac zone were 
completely denuded, leaving the sympathtic trunk 
intact. Despite this thorough periarterial sympa- 
thectomy, stimulation of the central cut end of 
the ovarian vessels caused marked rise in blood 
pressure and respiratory movements. 

The authors have been unable to trace the sen- 
sory fibers into the spinal cord because, in accord- 
ance with this experiment, they enter the spinal 
cord above the level of the diaphragm. Operative 
experiments above the diaphragm would affect the 

sensory responses employed in the remainder of 
this work beneath the diaphragm. 


COMMENT 

It has been thought that afferent sensory fibers 
from the ovary travel along the course of the 
ovarian vessels. This is a good piece of work in 
proof. 

The authors state that this is the first sub- 
stantiating evidence pointing to the level that 
ovarian afferents enter the main sympathetic 
trunk. 

They have shown evidence that ovarian afferent 
components have no connection by the way of the 
hypogastric plexus. 


This experimental effort must be viewed with 
favor from not only the purely scientific stand- 
point but from the practical as well. The facts 
given here may do much in aiding the selection 
of patients to undergo pelvic sympathectomies, in 
determining the type and extent of operation and 
in giving a proper prognosis in individual patients. 
At best, the treatment of pelvic pain is a trying 
experience requiring the most meticulous care and 
study if one is to have maximum retention of 
function and relief of the pain. Any additional 
knowledge such as this becomes invaluable in prac- 
tical clinical application when well correlated with 
other facts. 

The application of the results of these experi- 
ments to intelligent local anesthesia is readily to 
be seen. Local anesthesia is very adaptable to the 
pelvis and improvements may well make it the an- 
esthesia of universal choice. Wendell Long. 
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Treatment of Keloids. W. J. Hoffman, New York. 
Archives of Physical Therapy, X-ray and Ra- 
dium. March, 1937. 


The author suggests radiation following the ex- 
cision of keloids. Treatment is to be started ap- 
proximately nine to ten days after the surgery. In 
this way recurrence of growth is avoided. He also 
points out that sutures should be without tension. 


COMMENT: I have observed some very strik- 
ing results in the treatment of keloids by the above 
method, especially is this true in cases of elevated 
rope-like or roughened tumor masses, keloidal in 
character. The entire mass is excised surgically 
and if practical skin edges are sutured. However, in 
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a great many cases it is impossible to bring the de- 
fect together without tension. In these cases it is 
wise to graft the area and then after a period of 
nine to ten days begin x-ray treatments. 

Some keloids yield to ray treatment without 
surgery. However, when the mass is rather large 
and heavy, a combination of surgery and radia- 
tion gives the most satisfactory results. 


> 











INTERNAL MEDICINE 


Edited by C. B. Bradley, M.D., Medical Arts Building, 
Tulsa; Hugh Jeter, M.D., 1200 North Walker, 
Oklahoma City 











By HUGH JETER, MLD., FP.A.CP., AS.C.P. 
Syndrome of Hypochromic Anemia, Achlorhydria 


M.D., Philadelphia. The Journal of the American 
Medical Association, Vol. 109, No. 2, July, 1937. 


This is a report with extremely interesting data 
tabulated reviewing four hundred gastroscopies per- 
formed on patients who had hypochromic anemia 
and achlorhydria. The clinical picture, examination 
of blood, gastric analysis and gastroscopic appear- 
ances are recorded in a manner to facilitate the 
study and coordination of these findings. The gas- 
tric pathology is described as two main forms of 
chronic atrophic gastritis—the diffuse and the seg- 
mented—which occur in three stages of involve- 
ment, as demonstrated pathologically by Moutier; 
namely, (1) thinning out of the mucosa (early in- 
volvement), (2) effacement of the gastric rugae 
(moderately advanced involvement) and (3) arbor- 
ization of the underlying and submucosal vessels 
(well advanced involvement). 

The authors have attempted to discourage the 
tendency in the past few years to consider “idio- 
pathic hypochromic anemia” as a distinct entity. 
It is their belief that this disease is a partial ex- 
pression of a syndrome and not a disease entity 
and that it is yet an unknown metabolic disturb- 
ance in which gastritis plays a dominating role. 
They desire that this report be considered only 
preliminary and express the hope that further 
studies of a group of patients with hypochromic 
anemia, achlorhydria and hypochlorhydria with 
atrophic gastritis and its possibility in the genesis 
of carcinoma of the stomach and esophagus, per- 
nicious anemia and combined sclerosis of the cord 
and that these cases as well as others will be 
studied during ensuing years with particular ref- 
erence to the development of these diseases. 

COMMENT 

This is an extremely interesting report in that 
a highly experienced bronchoscopist has added a 
description of appearances of the gastric mucosa 
in each individual case. This should prove to be a 
great aid in the study of the so-called idiopathic 
hypochromic anemia and is a new method of ap- 
proach in connection with the study of pernicious 
anemia as well as other types of anemia wherein 
the stomach plays a predominating role. 


Normoglycemic Glycosuria Differentiated From 


H. Smith, S.B., and Kendrick A. Smith, 

S.M., Chicago. Archives of Internal Medicine, 
Vol. 60, No. 1, July, 1937. 

The authors prefer the term “normoglycemic gly- 

cosuria” rather than the term renal diabetes which 

has been almost universally used in medical litera- 


ture. Interesting case reports are given and with 
them complete data, much of which is given in the 
form of charts to illustrate the points which are 
made in the body of the manuscript. The following 
criteria for diagnosis are given: 


1. The reducing substance in the urine must be 
identified as dextrose. Pentosuria, lactosuria, fruc- 
tosuria and galactosuria may occur; but unless dex- 
trose is found in abnormal amounts without hyper- 
glycemia, renal glycosuria is not present. 

2. Glycosuria must occur without hyperglycemia 
and may be constant or may occur only during the 
postprandial period as a cyclic glycosuria. 

3. The level of the sugar in the blood during 
fasting and the results of a standard dextrose tol- 
erance test must be normal. This, of course, takes 
into consideration the effect of emotion or illness, 
which may greatly increase the blood sugar. 

4. Symptoms suggestive of diabetes mellitus 
must be absent or explainable by some process 
such as hyperthyroidism, which may cause loss of 
weight, weakness and hunger. 

5. There should be, ideally, no family history of 
diabetes mellitus. The history of glycosuria in the 
family, however, often aids in making the correct 
diagnosis, as the familial characteristic is common 
in renal glycosuria. 

6. There should be little or no relation between 
the intake and the excretion of sugar. This holds 
true for the case in which there is marked and 
constant glycosuria, but when the glycosuria is 
cyclic the excretion of sugar will follow to some 
extent the intake of sugar and the rate of ab- 
sorption. 

7. The rate of utilization of sugar should be 
normal. However, as has been pointed out by 
Rabinowitch and Paullin, persons with mild dia- 
betes often show no changes in the respiratory 
quotient which would aid in differentiating them 
from nondiabetic persons. 

8. The patient must not subsequently show dia- 
betes. Rabinowitch gave no time limit, but Joslin 
has fixed it at a maximum of three years from the 
time the diagnosis of renal glycosuria is made. It, 
of course, cannot be made too long, for every per- 
son has a chance of about one per cent that the 
disease will develop. 


. — 
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Ruptures and Tears of Muscles and Tendons. H. 
Earle Conwell and R. H. American 
Journal of Surgery, Vol. XXXV, No. 22, 1937. 


The authors call attention to the observation that 
injuries to the muscles and tendons have previous- 
ly been considered rare, but, undoubtedly, many 
cases have been overlooked due to incomplete study 
and examination and the likelihood of diagnosis 
as sprain or bursitis, when the actual condition is 
a tearing of muscles and tendons. 

The etiological group of such injuries is usually 
classified according to Gilcreest, due primarily to 
senility, pathological changes, physiological pre- 
disposition, occupational injuries, fatigue, and 
trauma. 

In the order of frequency, the most common sites 
of injury are the muscles of the calf, the extensors 
of the leg, the biceps tendon and the Achilles ten- 
don. Many of these cases can be treated conserva- 
tively if the lesion is not too serious to allow heal- 
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ing to take place, without permanent dysfunction. 
Operative procedure is indicated in the cases in 
which gross changes are found. Treatment should 
consist of immobilization for a period of two to 
three weeks in the cases of partial rupture, and for 
a longer period in the operative cases, depending 
upon extent and location of the lesion, the healing 
muscle being placed entirely at rest following 
operative repair. 

The authors report eleven cases. The etiological 
factors and the diagnostic methods are well de- 
scribed, and the article is illustrated to show the 
characteristics of the more common varieties. The 
injuries occur more frequently in middle-aged indi- 
viduals in whom the weakening of muscles and lig- 
aments, associated with stress and strain, causes 
the injury. They can best be diagnosed by careful 
examination, with particular reference to local- 
ized pain, loss of function or painful function, or 
a defect in the muscle or tendon, with or without 
ecchymosis. 


Acute Suppurative Tenosynovitis of the Flexor 
Tendon Sheaths of the Hand. A Review of One 
Hundred and Twenty-five Cases. Robert S. Grin- 
nel, Annals of Surgery, Vol. CV, No. 97, January, 
1937. 


The author points out that the four routes of in- 
fection of the tendon sheath are: (1) Punture 
wound (primary), (2) extension from a neighbor- 
ing infection (secondary), (3) blood stream, 
(4) lymphatic spread. None of the cases in this 
series were due to lymphatic or blood-stream in- 
fection, except seven gonococcus infections which 
are discussed separately. 


There are sixty-seven primary and fifty-eight 
secondary cases. All gave a history of trauma. In 
forty-seven per cent the wound was near or in the 
flexor crease. The distal crease alone was involved 
in forty-one cases. The next most common site was 
the distal closed space (twenty-three cases). The 
right hand was involved twice as often as the left, 
and the digits were affected in the order named: 
second, third, first, fourth, and fifth. 


Early diagnosis is essential. The average delay in 
operation, because of error in diagnosis, was one 
day in the primary group and four days or more 
in the secondary group. Diagnosis is based on ten- 
derness localized to the region of the sheath, flex- 
ion deformity in the digit, exquisite tenderness on 
extension of the distal phalanx, and a wound of 
entry. In the secondary group, diagnosis is more 
difficult. Infection outside the sheath confuses the 
picture, and it is difficult to determine whether or 
not the sheath has been invaded when a localized 
portion of the sheath only is involved. 

End results, based on a follow-up of sixteen 
months, were discouraging. Over one-third of all 
cases fell into Group I (bad) and nearly two-thirds 
belonged in Groups II and III (fair, good). Only 
one-sixth of the patients regained approximately 
full function. 


Gross sloughing of the tendons in whole or in 
part occurred in fifty-two per cent of the cases. 


The streptococcus hemolyticus was the infecting 
organism in thirty-six per cent of the cases and 
the staphylococcus in thirty-one per cent. The re- 
maining cases were not cultured, or mixed infec- 
tions were found. The results were better in the 
staphylococcus infections. Tendon slough was about 
equal in the two types of infection, but much 
higher in the mixed infection. 

The radial bursa was involved thirteen times, 
the ulna eight times, and both were affected in 
ten instances. In all but one case the spread was 


from the radial bursa. In only one case was the 
digital sheath of the thumb involved without ex- 
tension to the radial bursa. The thenar space was 
involved in fifteen cases; the midpalmar, in four; 
the forearm, in nine; and the wrist joint, in one. 
Extension from the volar to the dorsal surface 
occurred ten times. There was one death, and the 
prognosis was definitely poorer with advancing age. 
There were three arm and eight finger amputa- 
tions. Osteomyelitis occurred in thirty-eight per 
cent of the cases; the middle phalanx was most 
often involved. 

The average time from operation to complete 
healing was fifty-three days. Delay before opera- 
tion and incomplete drainage are probably the 
most important causes of poor results. 


TREATMENT: Incisions were usually multiple, 
short, anterolateral, bilateral or unilateral, over 
the proximal and middle closed digital spaces, and 
a single midline incision over the sheath in the 
palm. The latter is recommended whenever the 
digital sheath is involved. The bursae above the 
wrist were usually drained by lateral incisions, as 
advocated by Kanavel. Digital incisions, lateral to 
anterior vessels," were not used, as interference 
with sheath and tendon nutrition was feared. 
Truncated finger flaps, as suggested by Auchin- 
closs, one for the proximal and one for the middle 
closed spaces. The distal end is cut along the flex- 
ion crease and the sides are cut obliquely to avoid 
the anterior vessels and nerves, including all tis- 
sues down to the tendon sheath, and extending 
nearly to the next proximal crease. This method 
affords better drainage. Sterile wet dressings of 
saline or boric solution post-operatively give bet- 
ter results than hot soaks. 

In the seven cases of hematogenous gonococcal 
tenosynovitis, healing occurred in twenty days. 
There was no sloughing of the tendons, and the 
results were almost uniformly good. 


> 


Calcium Ortho-Iodoxybenzoate in the 
Treatment of Arthritis 


Cohen (Clin. Med. and Surg., 44:341, August, 
1937), reports on a series of one hundred twenty- 
five cases of classic atrophic arthritis where cal- 
cium ortho-iodoxybenzoate was the only drug 
therapy used. With those patients receiving thera- 
py over a considerable period, five per cent were 
regarded as cured; forty-three per cent very much 
improved; and twenty-two per cent somewhat im- 
proved. This represents a total of seventy per cent 
who received definite benefit from the drug. The 
dose employed was usually from two to four times 
that heretofore recommended and varied between 
three and six gms. daily. While this increase re- 
sulted in a greater incidence of intolerance, it is 
advocated on the basis of greater therapeutic effi- 
ciency. Neither age nor sex appeared to be of sig- 
nificance as regards the efficacy of calcium ortho- 
iodoxybenzoate (Oxo-ate “B”) and no particular 
type of atrophic arthritis was benefitted more than 
another. Complete hematological examinations and 
laboratory tests indicated that the drug has no 
effect on the red or white blood cells, heart or 
kidneys even when taken over long periods of 
time. It is concluded, therefore, that calcium ortho- 
iodoxybenzoate may be safely used in large doses 
and is a valuable adjunct in the treatment of 
atrophic arthritis. 





4) 


Sixteen distinguished guest lecturers are on the 
program for the Oklahoma City Clinical Society's 
eighth annual clinical conference, November 1, 2, 
3, 4. Doctors are invited to attend, and will find 
the course invaluable. 








a i ek ae a i i it i a a 





eA Oherwrweiiiinativreaweetiwwhtiwe *F 


mn 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 349 


The Effect of Benzedrine Sulfate on the Rat 

Ehrich and Krumbhaar (Ann. Int. Med., 10:1874, 
June, 1937), report on the functional and structural 
changes produced by Benzedrine Sulfate (benzyl 
methyl carbinamine sulfate, S.K.F.) when injected 
into rats in varying doses over varying periods of 
time. The minimum lethal dose decreased with the 
weight (age) of the animal, varying between thirty- 
five mg./kg. for the older and two hundred mg./kg. 
in the younger rats. This would be from one hun- 
dred to one thousand times per kilo the usual 
therapeutic dose in man. A tolerance to repeated 
doses was observed. With large sub-lethal doses 
excitement, mydriasis, erythrocytosis, leukocytosis 
and retardation of growth were effects commonly 
produced. The greatest non-toxic dose (i. e. that 
which failed to produce transient variations) ap- 
peared to be about ten to fifty times per kilo the 
usual therapeutic dose in man. Animals which 
died following high, toxic doses showed various 
changes in the lungs, spleen, liver and kidneys. 
But repeated sublethal doses failed to produce any 
detectable lesions in rats. It was concluded, there- 
fore, that there should be a considerable margin of 
safety in the proper therapeutic use of Benzedrine 
Sulfate. 


£>. 
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Clinical Experiences With Newer Analeptics 


This study by Charles L. Burstein and E. A. 
Rovenstine, Department of Anesthesia, Bellevue 
Hospital (Curr. Researches in Anes. and Analg., 
16:151, May-June, 1937), is concerned with the 
analeptics, metrazol, picrotoxin, and coramine, 
which act on the vasomotor and respiratory cen- 
ters as to their effects in safeguarding patients 
against depression of sedative or hypnotic drugs 
used in anesthesia. ° 


Metrazol was administered in doses of one and 
one-half to two cc. intravenously and repeated in 
five minutes if necessary. With intramuscular in- 
jection the dose was the same; the reaction simi- 
lar but less rapid. Coramine was given in doses of 
five cc. repeated at five to ten minute intervals 
until twenty-five cc. were used. The observations 





on picrotoxin have not permitted an accurate 
standardization of the dosage. It was given in 
three mgm. doses except in cases of intoxication 
from the barbiturates. However, it appears from 
these cases that six mgm. doses may wisely be 
used. 


In morphine poisoning, ether or paraldehyde 
depression, cyclopropane anesthesia, metrazol was 
clinically most effective. Respiratory activity usual- 
ly became more normal. The pulse and blood pres- 
sure were often improved and a more rapid return 
to consciousness was usually promoted. The action 
of metrazol in tribromethanol depression was not 
as prolonged as that from coramine, and picro- 
toxin was the least serviceable. 


The most interesting observations were made in 
connection with the use of these analeptics in de- 
pression or intoxication from various barbiturates. 
Although not in keeping with experimental evi- 
dence, the response following metrazol was more 
satisfactory than from picrotoxin. First, the re- 
spiratory rate and volume exchange were im- 
proved and succeeding doses frequently awakened 
the patient. Coramine also stimulated the patient 
in some instances but with less effect than with 
metrazol and picrotoxin. In two instances cora- 
mine appeared to increase the duration of narcosis 
and retarded recovery. Convulsions occurred in one 
patient following picrotoxin. This patient had re- 
ceived evipal previously and forty-five minutes 
later three mgm. of picrotoxin were given intra- 
muscularly. Generalized tremors developed in three 
minutes, lasting about fifteen minutes. A satis- 
factory technique is to give one mgm. of picro- 
toxin per minute until an effect is secured. Picro- 
toxin may be added to an infusion of five per 
cent glucose, given with endotracheal intubation. 


While the value of analeptics in hypnotic drug 
poisoning has not been completely established, a 
clinical improvement follows their use. In gen- 
eral, metrazol is the most satisfactory of the ana- 
leptics studied. The author believes that artificial 
respiration should not be omitted in any case where 
the medullary centers are depressed. 
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Medical Defense: Dr. L. C. Kuyrkendal!, Chairman, Mc- 
Alester; Dr. O. E.'Templin, Alva; Dr. W. A. Howard, 
Chelsea. 

Medical Economics: Dr. Rex Bolend, Chairman, Okla- 
homa City; Dr. E. M. Gullatt, Ada; Dr. R. B. Gibson, 
Ponca City. . 

Medical Education and Hospitals: Dr. Robert U. Pat- 
terson, Chairman, Oklahoma City; Dr. W. P. Longmire, 
Sapulpa; Dr. LeRoy Long, Oklahoma City. 

Public Policy and Legislation: Dr. J. M. Byrum, Chair- 
man, Shawnee; Dr. Sam A. McKeel, Ada; Dr. H. K. Speed, 
Sayre; Dr. W. P. Neilson, Enid; Dr. R. C. Pigford, Tulsa. 

Scientific Exhibits: Dr. Halsel] Fite, Chairman, Musko- 
gee, Dr. Curt Von Wedel, Oklahoma City; Dr. E. Rankin 
Denny, Tulsa. 

Scientific Work: Dr. W. G. Husband, Chairman, Hollis; 
Dr. C. Stevens, Seminole; Dr. W. N. Johns, Hugo. 





SCIENTIFIC SECTIONS 


General Surgery: Dr. Stratton E. Kernodle, ae 
635 First National Building, Oklahoma City; Dr. H. 
Crawford, Vice-Chairman, Bartlesville; Dr. E. P. Nesbitt 
Secretary, Medical Arts Building, Tulsa. 

General Medicine: Dr. Minard F. Jacobs, Chairman, Med- 
ical Arts Building, Oklahoma City; Dr. Frank Nelson, 
Vice-Chairman, Medical Arts a Tulsa; Dr. Milam F. 
McKinney, Sec Susetees, Oklahoma Cit: 

Eye, Ear, Nose and Throat: Dr. aes McHenry, Chair- 
man, Medical Arts Building, Oklahoma City; Dr. A. H. 
Davis, Vice-Chairman, Medical Arts Building, Tulsa; Dr. 
peote H. Coachman, Secretary, Manhattan Building, Mus- 
ogee. 

Obstetrics and Pediatrics: 

Genito-Urinary Diseases and Syphilology: Dr. Chas. B. 
Taylor, Chairman, Medical Arts Building, Oklahoma City ; 
Dr. D. W. Branham, Vice-Chairman, Medica] Arts Building, 
Oklahoma _ City; Dr. Shade Neely, Secretary, Commercial 
National Building, Muskogee. 

Dermatology and Radiology: Dr. L. S. McAlister, Chair- 
man, Barnes Building, Muskogee ; Dr. M. M. Wickham, 

Vice-Chairman, Norman; Dr. John H. Lamb, Secretary, 
Medical Arts Building, Oklahoma City. 


STATE BOARD OF MEDICAL EXAMINERS 


Dr. Thos. McElroy, Ponca City, sy Dr. C. E. 
Bradley, Tulsa, Vice-President; Dr. J. Osborn, Jr., Fred- 
erick, Secretary; Dr. L. E. Emanuel, Ghickashes Dr. W. T. 
Ray, Gould; Dr. G. L. Johnson, Pauls Valley; Dr. W. W. 
Osgood, Muskogee. 


STATE COMMISSIONER OF HEALTH 
Dr. Chas. M. Pearce, Oklahoma City. 








oO 


COUNCILORS AND THEIR COUNTIES 


District No. 1: Texas, Beaver, Cimarron, Harper, Ellis, 
Woods, Weodward, Alfalfa, Major, Dewey—Dr. O. E. Temp- 
lin, Alva. (Term expires 1937.) 


District No. 2: Roger Mills, Beckham, Greer, Harmon, 
Washita, Kiowa, Custer, Jackson, Tillman—Dr. H. K. Speed, 
Sayre. (Term expires 1938.) 


District No. 3: Grant, Kay, Garfield, Noble, Payne, Paw- 
nee—Dr. A. S. Risser, Blackwell. (Term expires 1938.) 


District No. 4: Blaine, Kingfisher, Canadian, Logan, 
Oklahoma, Cleveland—Dr. Philip M. McNeill, Oklahoma City. 
(Term expires 1938.) 

District No. 5: Caddo, Comanche, Cotton, Grady, Love, 
Stephens, Jefferson, Carter, Murray—Dr. . H. Livermore, 
Chickasha. (Term expires 1938.) 

District No. 6: Osage, Creek, Washington, Nowata, 
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CLASSIFIED ADVERTISEMENTS 





FOR SALE AT A BARGAIN 

Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, — two 

ht h Frequency Cords, one plex Foot- 
-— ~4 wah cable, one Ward Acusector aS 15 
Acusectors and one Single Pole Theraclamp. This 
apparatus is arranged for operation on 110 volts, 60 
cycles, alternating current. List $432.00. Close-out 
price $325.00. Write Riggs Optical Company, Mer- 
chandise Mart, Chicago, Illin 





RS all ; 
If you are interested in adding to your income by 
handling this favorably received appliance, please 
a ee ee Se ees ae ay 
Corp., 715 Lake St., 





FOR SALE — Cheap — X-Ray machine with all 
necessary overhead material, 2 X-Ray tubes, 5 
Cassettes, Bucky Diaphragm, Developing Tank, 
Frames, etc. Campbell Tilt Table for Fluoroscopic 
work, McIntosh Polysine, 14-Plate Static Machine, 
Burdick Air and Water cooled Quartz Lamp, Mc- 
Intcsh Bristow Coil. All this has to be seen to be 
appreciated. Dr. Kuchar, Yukon, Okla. 





FOR SALE—Trial Case; 20 pair each concave and 
convex spheres; 22 pair cylinders; 9 prisms with 8 
accessory lens. This case is in absolutely first class 
condition. Price $50.00. R. L. Edmonds, M. D., Far- 
go, Okla. 
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